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Abstract 
 
Perceptions of Staff Nurse Clinical Leadership and its Influence on 
Patient Safety and Quality of Care in Hospital in Central Texas 
 
Eduardo Che Chávez, Ph.D. 
The University of Texas at Austin, 2019 
 
Supervisor:  Linda H. Yoder 
 
The purpose of this qualitative descriptive study was to explore staff nurse and 
clinical manager perspectives of staff nurse clinical leadership in hospitals in Central 
Texas. The Institute of Medicine called for leadership throughout all areas and at every 
level of the nursing profession to help lead the transformation of healthcare in the United 
States. Frontline staff nurses have the most frequent and extended contact with patients 
and are uniquely positioned to be leaders in the advancement of patient care. However, 
there is a significant gap in the literature about staff nurse clinical leadership. Face-to-
face semi-structured interviews were used to interview nine staff nurses and ten clinical 
managers to explore how staff nurse clinical leadership was perceived by nurses at the 
frontlines of patient care. Content analysis was used to analyze the interview transcripts. 
The data were coded to create categories of information from which common themes 
emerged. A total of seven themes emerged from the staff nurse interview data, these 
included: (1) Characteristics of the individual, (2) Human relation skills, (3) Build trust, 
(4) Unity, (5) Speaking-up, (6) Awareness, and (7) Role-modeling. In addition, nine 
distinct themes emerged from the clinical manager data, these included:                           
 vii 
(1) Characteristics of the individual, (2) Human relation skills, (3) Contribute to the team, 
(4) Speak-out, (5) Advocate for patients, (6) Generate followership, (7) Do the right 
thing, (8) Take the extra steps, and (9) Problem-solve. Moreover, the theme speak-out 
emerged twice as a theme from the clinical manager data. Although there were a few 
similarities between the staff nurse and manager themes, there were fundamental 
differences in how they perceived staff nurse clinical leadership. The staff nurse themes 
emphasized leadership qualities that favored teamwork and specific team-player qualities. 
In contrast, the manager themes emphasized leadership qualities that were more focused 
on staff nurses’ self-management and problem-solving abilities in their work 
environment. Therefore, the findings of this study suggested that while staff nurses were 
perceived as clinical leaders by their peers and managers, there were different perceptions 
of how they demonstrated those leadership qualities in their work environment. 
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Chapter 1: Introduction 
The Institute of Medicine (IOM) (IOM, 2010) called front-line staff nurses to be 
leaders in the transformation of health care in the United States (U.S.). Traditionally, the 
role of leadership in hospital settings has been reserved for nurses in formal positions of 
authority. As a result, nursing leadership research has mostly focused on nurse 
administrators and clinical managers. However, expectations of nurses demonstrating 
leadership in acute care hospitals extend beyond nurses in formal positions of authority 
(IOM, 2010). 
Staff nurses provide the majority of bedside patient care in acute care hospitals. 
Because of this, the quality of nursing care influences patient care                                   
outcomes (IOM, 1999; 2010). Moreover, certain characteristics of staff nurses in 
hospitals have been linked to the patient safety and quality of care. There is evidence that 
hospital nursing staff with higher proportions of baccalaureate-prepared registered nurses 
significantly decreased the 30-day mortality and failure-to-rescue rates among surgical 
patients (Aiken, Clarke, Cheung, Sloane, & Sibler, 2003). This association between 
nurses’ staff educational levels and mortality rates in hospitals also was supported by the 
findings reported by Estabrooks, Midodzi, Cummings, Ricker, and Giovannetti (2005) 
and Tourangeau et al. (2007). Therefore, there is evidence that certain staff nurse 
characteristics influence patient care outcomes. Support for another staff nurse 
characteristic, leadership, also has emerged as a strategy for service improvement. 
The IOM Future of Nursing report (2010), suggested that given the direct and 
sustained contact with patients and families, staff nurses were in a unique position to lead 
advances in patient safety and improve the quality of care (IOM, 2004; 2010). Similarly, 
Bohmer (2012; 2013) and Gittell (2009) supported the notion that clinicians most likely 
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to lead service improvements at the point of care were those clinicians that were part of 
the interdisciplinary health care team and involved in the day-to-day care of the patient at 
the bedside. Therefore, there is an expectation that staff nurses develop the knowledge 
and skills to be leaders at the bedside. Despite the evidence of emerging clinical 
leadership development programs for staff nurses, little is known about staff nurse 
clinical leadership from the current literature (Arzouman, 2015).  
The science of staff nurse clinical leadership is based on a small number of 
published international studies. Among these studies, only one was published in the U.S. 
Consequently, little is known about staff nurse clinical leaders (SNCLs) in the U.S. 
Therefore, a qualitative descriptive research approach was selected to examine  this gap 
in U.S. nursing science. 
PURPOSE 
The purposes of this qualitative descriptive study were to: (1) determine staff 
nurse and clinical manager perceptions of staff nurse clinical leadership and (2) 
determine how staff nurses and clinical managers perceive staff nurse clinical leadership 
influencing patient safety and quality of care in acute care hospitals in central Texas. 
BACKGROUND AND SIGNIFICANCE 
Patient safety and quality of care in acute care hospitals in the U.S. have been a 
concern for many years (Austin et al., 2014; Brennan et al., 1991; IOM, 1999, 2001, 
2004, 2010; Landrigan et al., 2010; McKinney, 2011; Thomas et al., 2000). Despite 
improvements to health care policies, systems, and clinical work environments, threats to 
the safety of people that seek health care in hospitals has persisted (Austin et al., 2014; 
Landrigan et al., 2010; McKinney, 2011). As a result, leadership at the bedside has been 
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identified as a strategy for improving patient safety and quality of care (IOM, 1999, 2004, 
2010; Bohmer, 2012, 2013). 
There is an expectation that clinical staff nurses possess the leadership knowledge 
and skills that are needed to improve patient safety and quality of care (American 
Association of Colleges of Nursing [AACN], 2008; IOM, 2010). The IOM Future of 
Nursing report (2010) recognized clinical staff nurses as the frontline clinician with the 
most direct and sustained contact with patients in acute care hospitals (IOM, 2004, 2010). 
Therefore, the IOM (2010) called on all clinical staff nurses to engage in staff nurse 
clinical leadership to lead patient care initiatives for patient safety and quality of care 
(IOM, 2010). Similarly, the AACN (2008) maintained that knowledge and skills in 
leadership that lead to patient safety and quality of care are an outcome expected from all 
baccalaureate prepared nurses entering the nursing work force. According to the AACN 
(2008), basic nursing leadership comprises awareness of: complex systems, impact of 
power, politics, policy, and regulatory guidelines of the health care organization. 
However, it is not known how clinical staff nurses and their clinical managers perceive 
staff nurse clinical leadership. 
There was only one published research article about staff nurse clinical leadership 
among the staff nurse work force in acute care hospitals in the U.S. Currently, there are 
22 published articles that report research findings about staff nurse clinical leadership. 
This body of literature includes evidence about clinical staff nurses from eight countries: 
Australia, Canada, Denmark, Ireland, Sweden, Thailand, the United Kingdom (U.K), and 
the U.S. Additionally, this literature lacks consensus about the nature, characteristics, and 
behaviors that constitute staff nurse clinical leadership. Moreover, established 
instruments that measure staff nurse clinical leadership were not identified in the 
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literature. Therefore, there is a lack of knowledge about how staff nurse clinical 
leadership is perceived by clinical staff nurses and clinical managers. 
STATEMENT OF THE PROBLEM 
Clinical staff nurses are expected to practice clinical leadership at the bedside. 
However, there is a lack of understanding how staff nurses and their clinical managers in 
acute care hospitals perceive staff nurse clinical leadership and how they perceive that 
staff nurse clinical leadership influences patient safety and quality of care. 
RESEARCH QUESTIONS 
The following research questions were developed for this study: 
1. How do staff nurses perceive staff nurse clinical leadership in their day-to-
day clinical work environment? 
2. How do staff nurses perceive that staff nurse clinical leadership influences 
patient safety? 
3. How do clinical staff nurses perceive that staff nurse clinical leadership 
influences the quality of patient care? 
4. How do clinical managers perceive staff nurse clinical leadership in their 
day-to-day clinical work environment? 
5. How do clinical managers perceive that staff nurse clinical leadership 
influences patient safety? 
6. How do clinical managers perceive that staff nurse clinical leadership 
influences the quality of patient care? 
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CONCEPTUAL ORIENTATION 
It is important to examine and articulate the theory that underpins an 
investigator’s qualitative approach to research (Wu & Volker, 2009). The conceptual 
orientation of this study included two parts. The first was qualitative description as 
Sandelowski (2000) described it. Sandelowski’s perspective of qualitative description 
draws from the tenets of a naturalistic paradigm that is used to explore and understand 
events as they occur in their natural environment (Lincoln & Guba, 1985; Sandelowski, 
2000). The research questions were used to understand how staff nurse leadership is 
perceived at the frontlines by exploring the staff nurse and managers’ perceptions of this 
phenomenon. Therefore, Sandelowski’s (2000) qualitative description was the 
appropriate framework for this study because it includes methods that are used to present 
the facts through findings that are data-near, which means the data are closest to what is 
said by the participants (Kim, Sefcik, & Bradway, 2017; Sandelowski, 2000; 2010). 
The second part of the conceptual orientation was the concept of staff nurse 
clinical leadership. Sensitizing concepts can help form the theoretical framework that 
guides a qualitative research study (Wu & Volker, 2009). Sensitizing concepts provide a 
general point of reference for the investigator that may or may not change as the study 
progresses (Blumer, 1954; van den Hoonaard, 1997; Wu & Volker, 2009). Staff nurse 
clinical leadership was defined as “the process by which staff nurses exert significant 
influence over other individuals in the health care team and, although no formal authority 
has been vested in them, facilitate individual and collective efforts to accomplish shared 
clinical objectives” (Chávez & Yoder, 2015, p.92). Chávez and Yoder (2015) asserted 
that through social processes, staff nurses emerge as leaders in their clinical practice 
environments. Emergent leaders can achieve legitimacy as informal leaders through 
group member acceptance and support (De Souza & Klein, 1995; Hollander, 1976, 1978). 
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This is in contrast with formal leaders who gain legitimacy by formal appointment rather 
than only from team member support (De Souza & Klein, 1995; Hollander, 1976; 1978). 
Despite the initial source of legitimacy, the maintenance of legitimacy in both emergent 
and formal leadership is contingent upon ongoing intra-team relationships (De Souza & 
Klein, 1995; Hollander, 1976, 1978). These intra-team relationships are based on the 
leader’s behaviors and the team members’ perceptions of these behaviors (De Souza & 
Klein, 1995).  
DEFINITIONS  
The following definitions serve as both theoretical and operational definitions to 
clarify the major the concepts in this study: 
Staff nurse clinical leadership is defined as the process by which staff nurses exert 
significant influence over other individuals in the health care team and, although no 
formal authority has been vested in them, facilitate individual and collective efforts to 
accomplish shared clinical objectives (Chávez & Yoder, 2015, p.92). 
Patient safety is care that is free from accidental injury (IOM, 1999). 
Quality of care is health care that increases the likelihood of desired health 
outcomes and is consistent with current professional knowledge (Chassin, Galvin, & 
National Roundtable on Healthcare Organizations, 1998). 
ASSUMPTIONS 
The following assumptions were made for this study: 
1. Staff nurses engage in behaviors in their clinical work environment that 
are perceived as leadership by other staff nurses and their clinical managers. 
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2. Staff nurses and clinical managers are able to reflect on their clinical 
experiences and articulate their perceptions of staff nurse clinical leadership in their day-
to-day clinical work environment 
3. Staff nurses and clinical managers are able to reflect on their clinical 
experiences and critically examine and articulate how they perceive staff nurse clinical 
leadership influences patient safety and the quality of care. 
CHAPTER SUMMARY  
There is an expectation that clinical staff nurses engage in staff nurse clinical 
leadership to improve patient safety and quality of care in acute care hospitals (AACN, 
2008; IOM, 2010). Despite these expectations, there is currently no published research 
about staff nurse clinical leadership of the nursing work force in the U.S. Moreover, the 
current international literature is scant and lacks valid and reliable instrumentation to 
measure staff nurse clinical leadership. Therefore, the aim of the proposed study was to 
use a qualitative descriptive design to explore how staff nurse clinical leadership is 
perceived by staff nurses and clinical managers in acute care hospitals in central Texas. 
The findings from the proposed study contribute to knowledge about the characteristics 
and behaviors of staff nurse clinical leaders (SNCLs) and the understanding of how staff 
nurse clinical leadership may influence patient safety and the quality of care in acute care 
hospitals. Finally, the findings provide empirical evidence to guide further staff nurse 
clinical leadership research, practice, education, and policy. 
  
 8 
Chapter 2: Review of the Literature 
There have been few empirically-based studies published about clinical leadership 
from the staff nurse point-of-view. The focus of clinical leadership research is 
traditionally reserved for nurses that hold formal positions of authority, such as clinical 
managers, directors, and administrators. Consequently, there is a lack of knowledge about 
staff nurse clinical leadership. This chapter begins with a description of the literature 
search. Then, in several sections different aspects of the staff nurse clinical leadership 
literature that contribute to the confusion of this topic are reviewed, to include:              
(a) inconsistent terminology for the concept staff nurse clinical leadership (b) lack of a 
standard definition for staff nurse clinical leadership (c) differentiation between staff 
nurse clinical leadership and other forms of clinical leadership, and (d) distinction 
between the concepts of leadership and management. Last, a chronological review of the 
articles that met the literature search criteria and were included in the final review of the 
literature will be discussed. 
THE LITERATURE SEARCH 
The primary method for data collection during the literature search involved a 
search of electronic databases that were likely to yield relevant literature related to staff 
nurse clinical leadership. A recent literature search was conducted in 2018. Several 
databases were simultaneously searched using the same key words. The databases 
included: Academic Search Complete, Business Source Complete, Cumulative Index of 
Nursing and Allied Health Literature, Education Resource Information Center, Medline, 
Military and Government Collection, Professional Development, Science and 
Technology, PsycINFO, and the Vocational and Career Collection. The key words used 
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were: staff nurse, bedside, frontline, front-line, clinical leadership, leadership, and 
leader/s. The search was not delimited by date of publication. Inclusion criteria included: 
focus on clinical leadership from the standpoint of clinical staff nurses.  Exclusion criteria 
included: non-published, non-scientific, and non-English articles.   
The initial search yielded 1,316 articles published between 1970 and 2018 (See 
Figure 1). After non-English articles were omitted, 1,251 articles remained. The search 
strategy resulted in a large number of article duplications and after 606 duplicate articles 
were removed, a total of 645 articles were eligible for the screening process. The article 
screening process was guided by Fink’s (2010) methodology and included three phases. 
The first screening consisted of reviewing article titles for relevance to clinical 
leadership. Relevant titles were defined as titles that included any combination of the key 
search terms. Additionally, sources identified as: advertisements, notice boards, books, 
book reviews, commentaries, interviews, conference publications, and dissertations were 
excluded during the primary screen. The first screen excluded 471 articles. 
The second screen involved a review of 174 article abstracts. This screening 
phase included reading the article abstracts. Moreover, the focus of this screening phase 
was to identify those clinical leadership articles that focused on staff nurses. A total of 
149 articles were excluded during the second screen. A total of 110 articles were 
excluded because their focus on clinical leadership was not about the leadership potential 
of bedside staff nurses. The excluded articles were about: nurses in formally assigned 
positions of authority (i.e. nurse executives, managers, supervisors, and clinical 
educators); advanced practice nurses (i.e. nurse practioners and clinical nurse specialists); 
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the American Association of Colleges of Nursing’s (AACN) Clinical Nurse Leader 
(CNL) role; nurse consultants; nurse educators, leadership development programs, and 
leaders in the medical and pharmaceutical professions. Five articles were excluded 
because although they focused on clinical leadership of frontline nurses, the articles were 
not based on research. Last, 34 articles were excluded because they were not relevant to 
the topic of clinical leadership. 
The third screen consisted of a full text review of 25 articles. During this screen 
the subject matter of each article was carefully reviewed. The aim of this screening was 
to identify research-based articles that were relevant to staff nurse clinical leadership in 
clinical units in hospital settings. Three articles were excluded during the third screen. 
The excluded articles focused on nurses that worked in non-hospital, public healthcare 
settings and focused on nurse preceptor-student nurse relationships.  
The final literature review included 22 articles that were published between 2001          
and 2016. Five of the articles were published between 2001 and 2009 whereas 17 articles                         
were published between 2010 and 2016. However, two articles (Cook, 2001;                           
Cook & Leathard, 2004) reported the findings of the same dissertation study. Similarly, 
three additional articles (Stanley, 2004, 2006a, 2006b) reported the findings from one 
dissertation study and four articles (Ennis, Happell, Broadbent, & Reid-Searl, 2013; 
Ennis, Happell, & Reid-Searl, 2015a, 2015b, 2016) also were based on the findings of 
one qualitative study. Moreover, three articles (Casey, McNamara, Fealy, & Geraghty, 
2011; Fealy et al., 2011; McNamara et al., 2011) reported the findings from the same 
clinical leadership needs assessment study and three additional articles (Fealy et al., 
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2013; McNamara et al., 2014; Patton et al., 2013) published the findings from one 
program evaluation study. This reduced the number studies represented in this literature 
review to 12.  
Although few studies were found, there has been an apparent increase in the 
number of studies related to staff nurse clinical leadership in hospital settings in recent 
years. The origin of these articles was diverse and included: six articles from Ireland, five 
articles from the U.K., two articles from Canada, and five articles from Australia. In 
addition, the countries Denmark, Thailand, Sweden, and the U.S. was each represented in 
the literature review by one article about staff nurse clinical leadership. Therefore, a 
single article provided research-based findings about staff nurse clinical leadership in 
clinical settings in U.S. hospitals. The small number of articles, coupled with the diverse 
research aims of these studies limited the extent to which findings could be synthesized. 
For this reason, the articles are presented in chronological order beginning from 2001 to 
2016. However, prior to reviewing the articles, it is useful to consider several factors in 
the literature that generate confusion and create barriers to understanding the concept of 
staff nurse clinical leadership. 
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Figure 1. Search results and decision points of the literature search. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
Articles identified through database searching: 
(n = 1,316) 
CINAHL:   440 
MEDLINE:   335 
Academic Search Complete:  314 
PsycINFO:   124 
Business Source Complete:  65 
ERIC:    11 
Psychology &  
Behavioral Sciences Collection: 11 
Vocation & Career Collection: 11 
Professional Collection:  2 
Science and Technology:  2 
Military & Government Collection: 1 
After excluding non-English articles 
(n=1,251) 
1. Screen: Articles screened by title after 
removing duplicates 
(n = 645) 
2. Screen: Articles screened by abstract 
(n = 174) 
Articles excluded by title (n = 471) 
Advertisements/Notice boards: 15 
Books & Book Reviews:  13 
Commentaries & interviews:  86 
Conference proceedings:  14 
Dissertations:   6 
Not related to topic:  337 
Articles excluded by abstract (n =149) 
Clinical leadership in the context of: 
Formal Authority:    44 
Advanced Practice Nurse:  15 
Clinical Nurse Leader  4 
Nurse Consultant:   6 
Nursing Educator:   12 
Leadership Development Programs:  26 
Medical profession:  2 
Pharmaceutical profession:  1 
Not research based article  5 
Not related to topic:   34 
 
Articles excluded with reason (n = 3) 
3. Screen: full-text review  
(n = 25) 
Articles selected for final review  
(n = 22) 
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INCONSISTENT TERMINOLOGY IN THE LITERATURE 
A barrier to understanding staff nurse clinical leadership is the inconsistency 
regarding terminology. The terminology in the literature used for identifying staff nurse 
clinical leadership is not consistent and has generated confusion. Table 1 provides an 
overview of terminology that was used in the literature to describe staff nurse clinical 
leadership. Walker and Avant (2005) warned about the use of phrases that have wide and 
repeated use throughout the nursing literature such that they become catchphrases that 
have little of the original meaning remaining. Moreover, the use of catchphrases creates 
language that is imprecise and leads to confusion. For example, the phrase clinical 
leadership was used often to identify the concept of staff nurse clinical leadership (Ågård 
& Lomborg, 2010; Casey et al., 2011; Ennis et al., 2013; Ennis et al., 2015a, 2015b, 
2016; Fardellone, Musil, Smith, & Click, 2014; Fealy et al., 2011; Fealy et al., 2013; 
Mannix, Wilkes, & Daly, 2013; McNamara et al., 2011; McNamara et al., 2014; Patton et 
al., 2013; Pepin, Dubois, Girard, Tardif, & Ha, 2011; Stanley, 2004, 2006a, 2006b; 
Supamanee, Krairiksh, Singhakhumfu, & Turale, 2011). However, clinical leadership is 
used frequently in the literature to represent other leadership concepts and therefore, it is 
a term with imprecise meaning. The term clinical leadership has been applied to several 
variations of leadership in the clinical setting, to include: nurses in formal leadership 
positions (i.e. nurse managers and administrators), leadership roles of advanced clinical 
practice nurses, the American Association of Colleges of Nursing's Clinical Nurse Leader 
role, nurse consultants, nurse educators, and leaders among other clinical healthcare 
professions. Consequently, the phrase clinical leadership has lost specific meaning. 
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Imprecise and inconsistent use of terminology for identifying staff nurse clinical 
leadership impedes effective communication. 
Table 1 Terminology Used in the Literature for Staff Nurse Clinical Leadership 
  Source Terminology 
 
Casey et al. (2011),  
Ennis et al. (2013) 
Ennis et al. (2015a, 2015b, 2016) 
Fardellone et al., 2014) 
Fealy et al. (2011),  
Fealy et al. (2013),  
Mannix et al. (2013),  
McNamara et al. (2011),  
McNamara et al. (2014),  
Patton et al. (2013) 
 
clinical leader, 
clinical leadership 
 
Patrick et al. (2011) 
Larsson & Sahlsten (2016) 
 
staff nurse clinical leader, 
staff nurse clinical leadership 
 
Supamanee et al. (2011) 
 
clinical leadership, 
clinical nursing leadership 
 
Ågård & Lomborg (2010) 
 
clinical leadership 
 
Pepin et al. (2011) 
 
clinical leadership, 
clinical nursing leadership, 
clinical nurse leader 
. 
Stanley (2004),  
Stanley (2006a, 2006b)  
 
clinical leadership, 
clinical nurse leader, 
clinical nurse leadership 
 
Cook (2001), 
Cook & Leathard (2004) 
 
clinical nurse leader 
clinical nurse leadership 
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Stanley’s (2006a) description of clinical leadership included a staff nurse “who is 
an expert in their field, and who, because they are approachable, effective communicators 
and empowered, are able to act as a role model, motivating others by matching their 
values and beliefs about nursing and care to their practice” (p.111). More recently, Ågård 
and Lomborg (2010) proposed that practicing clinical leadership involved, but was not 
necessarily limited to, a staff nurse’s engagement in dynamic social processes to 
effectively manage complex bedside situations. However, Pepin et al. (2011) defined 
clinical nursing leadership as a “professional competency demonstrated in the clinical 
care that galvanizes the nurse to influence others to continuously improve the care they 
provide” (p. 269). According to Patrick and colleagues (2011), staff nurse clinical 
leadership was described as bedside RNs “that provide direction and support to clients 
and the health care team in the delivery of patient care” (p. 450). Similarly, Fardellone 
and colleagues (2014) stated that staff nurses were “the clinical leaders at the            
bedside” (p.507) who collaborated with members from the health care team and were the 
change agents who transformed the patient experience.  
Larsson and Sahlsten (2016) defined staff nurse clinical leadership as registered 
nurses with a Baccalaureate degree in nursing who provide direct patient care at the 
bedside and exert significant influence on assistant nurses. Larsson and Sahlsten’s 
definition of staff nurse clinical leadership was unique in the literature because it 
specifically focused on the relationship between SNCLs and their influence on assistant 
nurses. A definition and description of the role of assistant nurses was not provided in the 
article.  
Although these descriptions were useful for gaining a general awareness of the 
notion of clinical leadership at the bedside, they did not fully explicate the meaning of 
staff nurse clinical leadership. Therefore, for the purpose of this study, the definition 
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provided by Chávez and Yoder (2015) served as the definition of staff nurse clinical 
leadership: The process by which staff nurses exert significant influence over other 
individuals in the health care team and, although no formal authority has been vested in 
them, facilitate individual and collective efforts to accomplish shared clinical objectives 
(p. 92). This definition of staff nurse clinical leadership was underpinned by the 
assumption that a clinical staff nurse emerges as a leader and influential member within 
an interdisciplinary health care team in an acute care hospital setting. For this reason, 
staff nurse clinical leadership excluded other forms of clinical leadership, such as (a) 
managerial and executive nurse leadership, (b) advanced practice nurse leadership, (c) 
nurse educator leadership, and (d) the American Association of Colleges of Nursing’s 
(AACN) Clinical Nurse Leader role. 
DIFFERENTIATING STAFF NURSE CLINICAL LEADERSHIP 
It was also important to make the distinction between a staff nurse clinical leader 
and the AACN’s Clinical Nurse Leader role. The AACN’s (2007) white paper described 
the competencies of the Clinical Nurse Leader within the domain of a graduate degree.  
Moreover, the AACN Clinical Nurse Leader was a nurse with a Master’s Degree who 
was considered an advanced generalist and may function in a formal or informal 
leadership role in clinical hospital units (AACN, 2007). As advanced generalists, Clinical 
Nurse Leaders are intended to facilitate lateral integration of care for distinct patient 
populations (AACN, 2007). Staff nurse clinical leaders typically do not possess advanced 
degrees and they are not recognized in the formal role of CNL. 
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LEADERSHIP AND MANAGEMENT  
Yukl (2008) noted that although there was general agreement that leadership and 
management are not equivalent, extensive debate exists about the degree of overlap 
between the meanings of these two concepts. In health care organizations such as 
hospitals, leadership and management also connote different roles (Ledlow & Coppola, 
2011; Bleich, 2011). However, in hospitals, successful leaders also possess certain 
management skills and successful managers also possess certain leadership skills 
(Ledlow & Coppola, 2011; Bleich, 2011). This may explain why it is sometimes 
challenging to distinguish the leadership roles of SNCLs from the roles of managers in 
health care organizations (Pepin et al., 2011; Cook, 2001). Therefore, for the purpose of 
this study, it is useful to provide definitions for leadership and management. The 
definition of leadership described by Yukl (2008) will be used: “The process of 
influencing others to understand and agree about what needs to be done and how to do it, 
and the process of facilitating individual and collective efforts to accomplish shared 
objectives” (p.8). In addition the definition of management provided by Bleich (2011) 
will be used: “The activities needed to plan, organize, motivate, and control the human 
and material resources needed to achieve outcomes consistent with the organization’s 
mission and purpose” (p. 612). A delineation of the meanings of leadership and 
management will be useful for discerning the role of SNCLs from other leadership and 
management roles in the clinical setting in hospitals. 
THE LITERATURE 
Cook (2001) and Cook and Leathard (2004) are often cited as early references of 
the notion of staff nurse clinical leadership. Both Cook (2001) and Cook and Leathard 
(2004) reported a brief overview of Cook’s qualitative dissertation research in which he 
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aimed to identify the attributes of effective clinical nurse leaders in the U.K. Using a 
grounded theory approach, he collected data through observation of nurses in their work 
environment and face-to-face interviews. Participants included clinical nurses in the 
hospital setting. Data saturation was reported after conducting interviews with only four 
clinical nurses. Cook (2001) reported that the qualitative data analysis was guided by the 
grounded theory methods. The emergent framework developed from the study was 
comprised of five attribute-typology pairs and the constraining and facilitating factors for 
each pair. The five attributes-typology pairs were: (1) highlighting-discoverer,                
(2) respecting-valuer, (3) influencing-enabler, (4) creativity- shaper, and (5) supporting-
modifier (Cook, 2001; Cook & Leathard, 2004). An interdisciplinary focus group of 
health care staff and the author’s field observations were used to evaluate the theoretical 
framework that Cook created based on the five attribute-typology pairs. In the literature, 
Cook (2001) and Cook and Leathard (2004) are most often recognized for challenging 
the traditional assumption that the leaders making the most difference in patient care are 
those at the apex of the organization. Moreover, they argued that the individuals with the 
greatest influence on the quality of patient care are those at the bedside. For this reason, 
Cook and Leathard (2004) proposed that leadership preparation programs should 
cultivate their five clinical leadership attributes (i.e. highlighting, respecting, influencing, 
creativity, and supporting) (Cook, 2001; Cook & Leathard, 2004).   
Like Cook, Stanley reported different aspects of his mixed methods dissertation 
research in several articles (Stanley, 2004, 2006a, 2006b). He aimed to identify who 
clinical leaders were and to examine the experience of being a leader in a clinical hospital 
setting. The study was conducted in different clinical units within a hospital in the U.K. 
In the pilot phase of the study he aimed to identify clinical nurse leaders and explore the 
rationale that supported clinical nurse leader nominations from the participants (Stanley, 
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2004). The pilot participants were staff nurses from a pediatric clinical nursing unit. 
Questionnaires were sent to 30 nurses and 13 were returned (43.3% response rate). The 
questionnaire was developed by Stanley and listed several characteristics of clinical 
leadership that were derived from the literature. Participants were asked to select the 
characteristics most commonly associated with clinical leadership and those least 
commonly associated with clinical leadership; and the participants also were asked to 
nominate a clinical leader (Stanley, 2004). The findings indicated the characteristics most 
commonly associated with clinical leadership were (1) copes well with change,                  
(2) integrity, (3) inspires confidence, (4) guides, (5) considers relationships valuable,               
(6) flexible, (7) critical thinker, (8) motivator, (9) clinical competence, (10) advocate,           
(11) duty/responsibility, and (12) supportive. The characteristics least commonly 
associated with clinical leadership were: (1) controlling, (2) conservative, (3) aligning 
people, (4) routine, (5) reward and punishment, (6) artistic, and (7) regulator. 
Additionally, 24 individual nurses were nominated as clinical nurse leaders. Based on the 
individuals that were nominated and the rationales for nomination, the questionnaires 
provided evidence that clinical leadership in the pediatric unit was not bound to nurses in 
formal positions of leadership. Instead, nurses that were nominated reflected 
characteristics that were most commonly associated with perceptions of clinical 
leadership (Stanley, 2004).  
Subsequently, Stanley (2006a) provided a brief discussion of the qualitative 
findings related to his interviews with clinical nurse leaders. Descriptions of the research 
methods, data collected, and data analyses were not provided. However, Stanley stated 
that in-depth interviews were conducted with eight nurses that were nominated as clinical 
leaders by their nursing colleagues. The interviews were conducted to explore their 
experiences of being clinical nurse leaders (Stanley, 2006a). According to Stanley, these 
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interviews indicated that clinical nurse leaders demonstrated (1) clinical competence,                               
(2) clinical knowledge, (3) effective communication, (4) decision-making                                
(5) empowerment/motivation, (6) openness/approachability, (7) role modeling, and               
(8) visibility. Moreover, these findings provided evidence that a clinical nurse leader’s 
practical skills and knowledge, rather than having a vision, were more likely to motivate 
others (Stanley, 2006a). 
In addition, (Stanley, 2006a) proposed the theory of congruent leadership for 
understanding clinical leadership. Then, he mentions in the discussion of the article, that 
the theory of congruent leadership might help explain why nurses at all levels function as 
clinical leaders without formal leadership titles. Congruent leadership is based on the 
notion that leaders’ behaviors and actions reflect their values, beliefs, and principles 
rather than the vision of the organization. These leaders are not necessarily the formal 
leaders or managers within an organization. However, congruent leaders are recognized 
for their leadership potential, they stay at the bedside, and follow their nursing care 
principles (Stanley, 2006a).  
In Stanley’s (2006b) next article, he again discussed clinical leadership based on 
the same studies reported in the other two papers (Stanley, 2004, 2006a). Stanley (2006b) 
restated his (Stanley, 2006a) findings that identified clinical leadership attributes:                     
(a) clinical competence, b) clinical knowledge, (c) effective communication, (d) decision-
making, e) empowerment/motivation, (f) openness/approachability, (g) role modeling, 
and (h) visibility. In addition, he reported that clinical leaders were identified throughout 
all levels of the nursing profession in the hospital and that clinical leadership was most 
often perceived by nurses to be associated with specific clinical knowledge not formal 
titles of a position of formal authority. Also, Stanley (2006b) reiterated that the staff 
nurses who were identified by other nurses as clinical leaders did not recognize 
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themselves as clinical leaders. Moreover, these SNCLs were identified for their continued 
clinical work and roles at the bedside.  
In 2011, Pepin et al. developed a cognitive learning model of clinical nursing 
leadership. Rather than a set of individual characteristics, they described clinical nursing 
leadership as a competency that nursing students and nurses develop over time and 
through experience. An interpretive phenomenological approach was used to interview 
Canadian nursing students and nurses in the clinical hospital setting. Participants of the 
study included 32 student nurses, 6 new nurses, and 15 expert nurses. Data collection was 
conducted using semi-structured individual interviews using open-ended questions.  
Pepin et al. (2011) aimed to gather data about students’ and nurses’ experiences 
learning and practicing clinical leadership. Their data analysis was informed by Benner’s 
levels of expertise and descriptions of Cook’s (2001) and Cook and Leathard’s (2004) 
attributes of clinical nursing leadership (Pepin et al., 2011). Pepin et al. (2011) developed 
a five-stage cognitive learning model of the clinical leadership competency that were 
based on the findings from their interviews, the stages were: (a) awareness of clinical 
leadership in nursing, (b) integration of clinical leadership in actions, (c) active leadership 
with patient/family and sometimes with colleagues, (d) active leadership with team, and 
(e) embedded clinical leadership extended to the organizational level and beyond. These 
stages are distinguishable from one another but they build on the previous stage. 
According to Pepin et al. (2011) the five-stage model corresponds to the Canadian 
National Research Council’s description of a cognitive learning model.  
Also in 2010, Ågård and Lomborg identified staff nurse clinical leadership in an 
exploration of management strategies that were used by Danish nurses when managing 
patient visitation in an intensive care unit (ICU). They used a grounded theory approach 
to guide the semi-structured individual face-to-face interviews of 11 Danish ICU nurses. 
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The study participants included nurses from three different hospital ICUs. The ICUs 
varied in the level of critical care provided and nurse-patient ratios. The data analysis 
focused on exploring and identifying specific strategies used by nurses during decision-
making related to patient visitation. The findings suggested that managing patient 
visitation involves a constantly shifting social context that requires nurses to continually 
balance the needs of all individuals involved while keeping the patient’s needs as the 
primary concern (Ågård & Lomborg, 2010). In further discussion of their findings, Ågård 
and Lomborg (2010) identified clinical leadership as the nurse’s ability to balance the 
needs of all individuals when managing patient visitation in the ICU. Therefore, 
practicing clinical leadership can be a social process that involves concurrent 
management of several complex and situational aspects of patient care                                       
in the ICU (Ågård & Lomborg, 2010). 
Supamanee et al. (2011) explored staff nurses’ and nurse administrators’ 
perspectives of the clinical nursing leadership competency in a hospital setting in 
Thailand. Supamanee and colleagues reported that an exploratory design was used to 
guide the methods used for their study. They conducted individual semi-structured face-
to-face interviews with nurse administrators and held focus groups with staff registered 
nurses (RNs). Study participants included 31staff RNs and 23 nurse administrators (head 
nurses, supervisors, and heads of nursing sections). Content analysis was used for both 
interview and focus group data. Methods to establish trustworthiness were reported and 
included member-checking of data and clinical leadership summaries with all participants 
and multiple members of the research team. In general, staff RNs and nurse 
administrators held similar perspectives about the clinical leadership competency and a 
model for the clinical leadership competency was developed based on the findings. The 
clinical nursing leadership competency model for RNs in hospitals comprised surface and 
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hidden characteristics. Surface characteristics involved technical and practical aspects of 
nursing and comprised two elements: clinical skills and interaction skills. Hidden 
characteristics involved personal elements of the individual and comprised three 
elements: motives, traits, and self-concept (Supamanee et al., 2011). 
Also in 2011, Patrick and colleagues reported findings of a descriptive study to 
test the psychometric properties of the clinical leadership survey (CLS). Developed by 
Patrick and colleagues (2011), the CLS was a theoretically conceptualized measure of 
clinical leadership. The domains measured by the CLS were literature-based attributes of 
clinical leadership that reflected Kouzes’ and Posner’s model of transformational 
leadership. Preliminary validation of the CLS was established through face validation of 
the instrument items by the research team and experts. Additionally, a Content Validity 
Index of 85% reflected the congruence between the CLS items and theoretical concepts 
of Kouzes and Posner. Items in the CLS were categorized into five subscales: challenging 
the process, inspiring a shared vision, enabling others to act, modeling the way, and 
encouraging the heart. Each item was rated on a 5-point Likert scale that ranged from 
strongly disagree to strongly agree. Additionally, the CLS included a two-item global 
clinical leadership scale (Patrick, Laschinger, Wong, & Finegan, 2011).  
The CLS was administered randomly to registered staff nurses that provided 
direct patient care in Ontario acute care hospitals (Patrick et al., 2011). A total of 480 
(46% response rate) completed questionnaires were analyzed. An initial sample of nurses 
(n=244) completed the first version of the CLS, which comprised 41 items. However, 
after a series of Confirmatory Factor Analyses, the CLS was revised to a 15-item scale 
(three items per subscale) and administered to a second group of nurses (n=236). 
Cronbach’s alpha values for the subscales ranged from .64 to .78 and the overall 
Cronbach’s alpha value for the CLS was .86. Two questions were added at the end of the 
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CLS to obtain information about how the nurses perceived themselves as clinical leaders. 
The Cronbach’s alpha value for these two questions was .78. Based on the internal 
consistency findings of the 17-item CLS, Patrick et al. (2011) concluded there was 
preliminary evidence for construct validity of the CLS.  
In addition to the examination of the CLS’s construct validity, the researchers 
administered additional surveys to test the hypothesized relationships between structural 
empowerment, staff nurse clinical leadership, and nurse manager leadership           
(Patrick et al., 2011). Therefore, participants were asked to complete a demographic 
questionnaire, Kouzes’ and Posner’s Leadership Practices Inventory (LPI), and the 
Conditions for Work Effectiveness Questionnaire-II (CWEQ-II). The LPI was used to 
measure nurse manager leadership practices perceived by staff nurses and a Cronbach’s 
alpha of .97 was reported. The CWEQ-II was used to measure empowerment structures 
and a Cronbach’s alpha of .89 was reported. Patrick et al. (2011) reported a good fit of 
the hypothesized conceptual model of staff nurse clinical leadership, x2 = 402.7,             
df = 101, p <0.05, CFI = .95, TLI = .94, RMSEA = .08. Additionally, a significant direct 
positive effect was reported for nurse manager leadership on structural empowerment,         
β =0.69,  p < 0.05 and structural empowerment had a significant effect on staff nurse 
clinical leadership, β = 0.29, p < 0.05. The direct effect of nurse manager leadership on 
staff nurse clinical leadership was not found to be statistically significant. Instead, the 
results indicated that structural empowerment fully mediated the relationship between 
nurse manager leadership and staff nurse clinical leadership, z = 4.0, p = 0.05 (Patrick et 
al., 2011). These findings indicated that a manager’s influence on staff nurse clinical 
leadership is more indirect than direct. Therefore, Patrick et al. (2011) emphasized that 
their study results could facilitate a staff nurse’s ability to practice at a higher level of 
expertise, which is influenced by managers that create empowering work environments.   
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Recently, several articles related to staff nurse clinical leadership in Ireland were 
published. A national initiative to promote clinical leadership among nurses in Ireland 
generated these publications. In 2009, the Irish National Council for the Professional 
Development of Nursing and Midwifery and the Irish Health Service Executive 
commissioned a mixed-methods assessment (Fealy et al., 2009) of the national clinical 
leadership development needs of nurses and midwives in hospital centers throughout 
Ireland. Different aspects of the findings from this national assessment were reported in 
the literature (Casey et al., 2011; Fealy et al., 2011; McNamara et al., 2011). Based on the 
findings and recommendations from the clinical leadership needs assessment, the Office 
of the Nursing and Midwifery Services Director (ONMSD) implemented the National 
Clinical Leadership Development Framework (NCLDF) in 2010 to trial a clinical 
leadership development pathway for nurses and midwives in Ireland. Subsequent to the 
implementation of the NCLDF pilot program, a mixed-methods evaluation of the 
program was conducted and published in a national report (Lunn, Curtain, & Mahon, 
2012). Different aspects of the findings from this national program evaluation were 
reported in three articles (Fealy et al., 2013; McNamara et al., 2014; Patton et al., 2013).   
Casey et al. (2011) first reported the quantitative and qualitative focus group 
findings from the mixed methods analysis of clinical leadership needs of nurses and 
midwives in Ireland. The study participants included nurses and midwives across all 
clinical and promotional levels; however, over 66% of the sample consisted of clinical 
staff nurses. Only 5.8% of the participants were midwives. A total of 911 (response rate 
of 31%) completed surveys were eligible for the final analysis. The Clinical Leadership 
Analysis of Needs Questionnaire (CLAN-Q) was developed by the research team; it 
consisted of 67 items that were derived from the literature and included tasks that were 
believed to reflect effective clinical leadership. The items were divided into five 
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subscales: managing the clinical area (six items); managing patient care (25 items); 
development of the individual (nine items); development of the profession (five items); 
and skills for clinical leadership (22 items). Each item was rated using two 5-point Likert 
scales. The first scale measured the perceived importance of the item to effective 
performance of the clinical leader role as 1 = not important to 5 = very important. The 
second scale measured the self-perceived clinical leadership development need in relation 
to each item as 1 = no need to 5 = very high need. 
Overall, the CLAN-Q findings indicated that development of the profession,                 
M = 3.22, SD = 0.99, was perceived to be significantly more important and a higher need 
(p < .001) when compared to: Managing the clinical area, M = 3.07, SD = 1; skills for 
clinical leadership, M = 3.07, SD = 1; development of the individual, M = 3.04, SD = 1; 
and managing patient care, M = 2.92, SD = 1.1. Moreover, managing patient care was the 
least important and least critical to their clinical leadership development needs when 
compared to managing the clinical area, skills for clinical leadership, and development of 
the individual (p < .001). Therefore, Casey et al. (2011) reported that Irish nurses and 
midwives in hospital settings perceived there was a greater and more critical clinical 
leadership development need for learning about developing professional networks and 
organizational politics than there was for technical and practical clinical skills. However, 
there are questions that may be raised about these findings. Although the values of the 
five-point Likert scale that was used for the CLAN-Q was not fully defined by Casey and 
colleagues (2011), it must be assumed that, as in a true five-point Likert scale, the value 
of 3 = uncertain. Moreover, despite the significant findings in this article, there were very 
small differences between the reported mean values. Additionally, it was noted that all of 
the reported means approximated the value of 3. Therefore, in examining these mean 
scores, it should be questioned whether the significance of the findings were driven by 
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the large sample size and whether the findings, instead, indicated that most nurses in this 
study were uncertain about their clinical leadership development needs. 
An analysis of participants’ engagement and proximity to clinical care with nurses 
in middle and senior management levels demonstrated significant differences                       
(Casey et al., 2011). Frontline clinical nurses perceived a significantly higher leadership 
development need, M = 3.12, SD = 1, than nurses in management, M = 2.89, SD = 0.97,     
p = .003 (Casey et al., 2011). Also, frontline clinical nurses reported significantly higher 
clinical leadership development needs regarding managing patient care (M = 2.99,              
SD = 1.14, than nurse managers, M = 2.67, SD = 1.04, p = .01). Additionally, frontline 
clinical nurses, M = 3.14, SD = 1.03, reported significantly higher clinical leadership 
development needs regarding to skills for clinical leadership than did nurse managers,   
M = 2.85, SD = 0.94, p = .011 (Casey et al., 2011). 
Casey and colleagues (2011) also collected qualitative data from 22 focus groups. 
A purposeful sample of nurses and midwives across many clinical and promotional levels 
within hospital organizations were selected for the focus groups. The researchers reported 
a range of three to 12 nurses per focus group with a mean of eight individuals per group. 
The aim of the focus groups was to elicit participants’ views of clinical leadership and 
their perceived clinical leadership development needs. Casey et al. (2011) reported that it 
was difficult for participants to agree on a definition of clinical leadership; however, 
participants agreed that clinical leadership consisted of: clinical expertise, experience, 
credibility, and effective coordination within the interdisciplinary health care team. 
Despite perceiving that nurses and midwives were in unique positions for clinical 
leadership, many participants reported that nurses’ clinical leadership potential was 
undervalued. Additionally, participants perceived a lack of sufficient resources and 
competencies for clinical leadership development (Casey et al., 2011).  
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Fealy et al. (2011) reported the perceived barriers to clinical leadership 
development among Irish nurses and midwives. Quantitative data were collected with a 
barrier scale contained within the CLAN-Q (CLAN-QBS). The CLAN-QBS consists of 
21 statements constituting potential conditions occurring in the clinical practice setting of 
nurses and midwives and which represent barriers or facilitating factors of clinical 
leadership development (Fealy et al., 2011). Each statement represents an item in the 
scale and participants rated the items on a five-point Likert scale ranging from strongly 
agree to strongly disagree based on their level of agreement with the statements. The 
statements in the CLAN-QBS were derived from the literature and developed specifically 
for the Irish national clinical leadership needs assessment study. A brief description of the 
content validation and factor analysis of the scale was provided. The CLAN-QBS is 
comprised of four subscales (a) quality of care (11 items), (b) interdisciplinary 
relationships (two items), (c) recognition (three items), and (d) influence (five items) 
(Fealy et al., 2011).   
The sample included nurses and midwives from all promotional levels; however, 
the majority of participants were clinical staff nurses (Fealy et al., 2010). Repeated-
measures ANOVA indicated a difference between barrier subscales, F(3,2538) = 198.03, 
p < .001. Moreover, post hoc analysis of self-perceived barriers indicated that the 
dimension quality of care factors, M = 2.87, SD = 0.69, was scored significantly lower (p 
< .001) than interdisciplinary relationships, M = 3.42, SD = 0.84; recognition, M = 3.14, 
SD = 0.85; and influence, M= 3.51, SD = 0.74 (Fealy et al., 2011). Therefore, self-
perceived barriers to clinical leadership had less to do with day-to-day aspects related to 
patient care than it did with factors influencing interprofessional working relationships in 
the nurses’ work environment.  
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When nurses and midwives were grouped by promotional levels, the analysis 
indicated a significant difference between groups in the dimensions influence, 
interdisciplinary relationships, and recognition. The subscale influence was scored 
significantly lower as a self-perceived barrier of clinical leadership by individuals at the 
director level, M = 3.22, SD = 0.68, compared to clinical managers, M = 3.57, SD = 0.74, 
p = .019, and staff nurses, M = 3.52, SD = 0.74, p = .027 (Fealy et al., 2011). 
Additionally, in post hoc comparisons staff nurses scored the subscale interdisciplinary 
relationships significantly higher, M = 3.47, SD = 0.79, than clinical managers, M = 3.26, 
SD = 0.96, p = .032 (Fealy et al., 2011). Next, staff nurses scored the barrier subscale 
recognition significantly higher, M = 3.25, SD = 0.82, than did clinical specialists,         
M = 2.79, SD = 0.90, p = .001, and directors, M = 2.58, SD = 0.83, p < .001                      
(Fealy et al., 2011). Additionally, there was a significant difference in respect to 
recognition between individuals who reported prior participation in leadership 
development training from those had not attended prior leadership training, M = 3.22,   
SD = 0.83, t(861) = -3.27, p = .001, who did not report prior leadership training. 
Therefore, these findings suggested that bedside staff nurses may have perceived 
interprofessional relationship factors to be greater barriers to clinical leadership 
development than nurses who are in formal positions of authority. Additionally, 
leadership development training may influence certain self-perceived barriers to clinical 
leadership development for nurses throughout all levels within the organization’s nursing 
structure. 
Therefore, Fealy et al.’s (2011) findings suggested that the nurse participants 
perceived interpersonal factors (e.g. interdisciplinary relationships, recognition, and 
influence) to be a greater barrier for their clinical leadership development than other 
factors related to providing quality of care to their patients. However, nurses at the 
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bedside perceived interpersonal factors as a greater barrier to their clinical leadership 
development than did nurses in formal positions of authority. Yet, there were no 
significant differences of self-perceived barriers to clinical leadership development with 
respect to the demographic variables: Age, highest education level attained, and number 
of years’ experience (Fealy et al., 2011). 
McNamara et al. (2011) described Irish nurses’ and midwives’ views of clinical 
leadership and clinical leadership development needs. Qualitative data were collected in 
17 semi-structured focus groups; a total of 144 individuals participated. The number of 
participants per focus group ranged from 3 to 12 with a mean of 8 participants per focus 
group (McNamara et al., 2011). The majority of participants and focus groups were 
attended by staff nurses in Medical-Surgical units. McNamara et al. (2011) focused on 
two of the five themes discovered in the primary national assessment study              
(Fealy et al., 2009). Specifically, representing nursing and compensatory action were 
discussed because of their influence on clinical leadership development and clinical 
leadership development programs. Representing nursing was described as nurses’ ability 
to effectively articulate their contribution to patient care, the clinical unit, and the hospital 
organization. Furthermore, it was described as an essential to nurses’ abilities to engage 
in activities, such as: teambuilding; change and innovation; and managing conflict 
(McNamara et al., 2011). Compensatory action was described as nurses’ role as 
coordinators of patients’ interdisciplinary care (McNamara et al., 2011). Although 
coordination of care was accepted as a nursing role, it was perceived that the demands for 
coordination imposed on nurses by other disciplines placed a disproportionate burden of 
coordination on nurses. This increased the likelihood of displacing specialized nursing 
care. McNamara et al. (2011) concluded that representing nursing and compensatory 
action described professional boundaries. Furthermore, they suggested that clinical 
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leadership development programs should focus on enabling nurses to clearly articulate 
their roles and distinct contribution in interdisciplinary patient care settings.  
Qualitative findings from the Irish NCLDF pilot program also were reported by 
Fealy et al. (2013). That article focused on one of five major themes that emerged from 
the national pilot program evaluation study (Lunn et al., 2012). A general description of 
the multiple qualitative data collection methods of the primary evaluation study was 
included. A focus on the theme developing service initiatives or performance 
improvement initiatives was chosen for its relevance to exploration of service initiative 
impact. Fealy and colleagues (2013) listed several examples of projects implemented by 
NCLDF pilot program participants, such as: development of patient databases, patient 
care pathways, patient education, documentation improvement, and discharge planning 
initiatives. They stated that these performance improvement activities directly influenced 
service at the level of participants’ clinical departments. In addition, Fealy et al. (2013) 
discussed evidence that suggested service development activities have a positive 
influence on the participants’ professional relationships and their clinical unit cultures. In 
summary, Fealy et al., 2013 concluded clinical leadership development programs should 
focus on unit-level performance improvement because these initiatives not only influence 
service but also have a positive impact on interprofessional relationships and clinical unit 
culture.  
Patton et al. (2013) examined individual-level program outcomes from the Irish 
NCLDF pilot program evaluation study. The authors provided a general description of 
the qualitative and quantitative data collection methods used in the NCLDF. Three 
themes were identified: 1) choosing the competencies, 2) developing the competencies, 
and 3) developing the clinical leader. The theme choosing the competencies highlighted 
that when staff nurses and their managers were given the opportunity to choose 
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competencies for the personalized clinical leadership development program, they chose 
competencies that were perceived to be linked to clinical outcomes. For example, the 
competency quality and safety was selected by staff nurses and their clinical managers 
more frequently than the competencies: self-awareness, advocacy and empowerment, 
decision-making, communication, teamwork, and clinical excellence (Patton et al., 2013). 
Disagreements between staff nurses and clinical managers about the ideal clinical 
leadership development competencies also were reported. The theme developing the 
competencies was derived from several accounts that described participants’ 
development of their competencies as a result of their participation in the pilot clinical 
leadership development program. Increased self-awareness, communication, and team-
work among staff nurses were frequently reported as evidence of competency 
development by clinical managers (Patton et al., 2013). The theme developing the clinical 
leader was derived from data that described how staff nurses progressed in their mastery 
of the competencies in the clinical leadership development program. Therefore, Patton et 
al. (2013) stated that self-reported individual-level outcomes of the clinical leadership 
development program demonstrated successful clinical leadership development among 
staff nurses. In addition, clinical leadership development can occur by targeting 
leadership competencies that are based on staff nurses and line manager assessments of 
leadership development needs (Patton et al., 2013).  
McNamara et al. (2014) subsequently reported findings related to mentoring, 
coaching, and action learning interventions for developing nurse and midwife clinical 
leadership competencies in the Irish NCLDF pilot program. Qualitative data were 
collected from 50 program participants, their coaches, mentors, action learning set 
facilitators, line managers, and program coordinators. A total of 70 participants were 
included in this study. In order to provide all participants an opportunity to contribute to 
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data collection, saturation was not considered during qualitative data analysis 
(McNamara et al., 2014). Three themes were derived from accounts of participants’ 
experiences of the interventions (a) experiencing mentoring, (b) experiencing coaching, 
and (c) experiencing action learning. Overall, participants’ experience with mentoring 
and coaching were positive. Mentoring was perceived by participants as an effective 
intervention for identifying and clarifying clinical leadership development needs. 
However, not all mentoring experiences were positive, which led some participants to 
question the program’s strategy to assign mentors rather than allow participants to select 
their own mentors. The authors noted that although the study design was not intended to 
compare the relative effectiveness of interventions, evidence in this study suggested that 
mentoring may not be as effective as coaching and action learning with relation to skill 
development; however further research about this issue was believed to be needed 
(McNamara et al., 2014). In general, mentoring, coaching, and action learning 
interventions were perceived positively and determined to be effective for clinical 
leadership development when they focused on the clinical reality of participants’ 
everyday practices (McNamara et al., 2014).  
An integrative review of the literature related to staff nurse clinical leadership also 
was found. In this integrative review the authors aimed to identify characteristics of staff 
nurse clinical leadership (Mannix et al., 2013). Data collection included primarily 
electronic databases and hand searching article reference lists. Additionally, the authors 
focused their search on literature published during a 10-year period, 2002 to 2012. Ten 
articles were selected for final review and they comprised six qualitative and four 
quantitative studies. A total of 107 different characteristics of clinical leadership were 
identified and reported by Mannix et al (2013). These findings were combined to produce 
three categories of leader characteristics: (1) clinical focus, (2) follower/team focus, and 
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(3) personal qualities. Clinical focused characteristics included attributes related to 
clinical competence, such as: (1) specific clinical practice skills, (2) expert knowledge, 
(3) use of evidence-based rationale, and (4) critical thinking skills. Follower and team 
focused characteristics included attributes related to: (1) effective communication,          
(2) role modeling, (3) being supportive of colleagues, and (4) engaging in behaviors that 
empowered the team. Last, personal qualities factors included: (1) positive attitudes 
toward the nursing profession, (2) engagement in reflective practice, (3) leading change 
in the work place, and (4) individual inherent attributes (e.g. dynamic, driven, non-
judgmental, integrity, self-confidence, and consistent). In conclusion, Mannix and 
colleagues (2013) found that most clinical leadership characteristics in the literature 
reflected technical and practical skills that were necessary for competent clinical practice 
and team leadership. However, they noted that the research evidence base for their study 
was narrow. Therefore, further research of staff nurse clinical leadership was needed 
(Mannix et al., 2013). 
Four articles (Ennis et al., 2013; Ennis et al., 2015a, 2015b, 2016) were reviewed 
that reported findings from same qualitative grounded theory study. The purpose of the 
study was to explore the attributes and characteristics required for effective clinical 
leadership in mental health nursing (Ennis et al., 2013). A total of 12 registered nurses 
working in mental health services in Victoria, Australia participated in the study. The 
participants included nurses that had been in their role for at least 12 months and worked 
in community health, inpatient unit, or crisis and mental health triage service settings 
(Ennis et al., 2013). The investigators collected data through individual face-to-face semi-
structured interviews that explored how registered nurses understood clinical leadership 
in mental health nursing and what they considered important characteristics of clinical 
leadership (Ennis et al., 2013).  
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Ennis et al. (2013) focused on effective communication as it related to clinical 
leaders in mental health nurses. Effective communication was perceived as an essential 
attribute of effective clinical leadership. Four themes described effective communication: 
(1) Choice of language, (2) Relationships, (3) Nonverbal communication, and               
(4) Listening and relevance (Ennis et al., 2013). Participants believed that clinical leaders 
were able to influence others because they used language and nonverbal behaviors that 
were appropriate for the circumstance, they communicated in a way that promoted 
professional relationships, and they were good listeners. In addition, Ennis and colleagues 
reported that clinical leaders communicated effectively across all areas of the mental 
health services. 
Ennis et al. (2015a) reported that clinical leaders were perceived as nurses that 
enabled the professional development of other staff nurses and nursing students through 
role modelling and clinical teaching. Role modelling was described as the ability to 
motivate others by demonstrating behaviors that are consistent with clinical and 
professional standards (Ennis et al., 2015a). In addition, effective clinical leaders were 
viewed as clinical teachers because they were approachable, able to identify learning 
opportunities for others, and willing to share their knowledge.  
Ennis et al. (2015b) described calmness and confidence as important qualities of 
effective clinical leaders in mental health nursing. Participants attributed clinical leaders’ 
ability to be calm and confident during stressful clinical situations to their level of clinical 
competence and effective situational management skills. Moreover, their ability to 
portray calmness and confidence was perceived as having a positive influence on other 
nurses, patient families, and undergraduate nurses in clinical training in mental health 
nursing units (Ennis et al., 2015b). 
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The fourth article (Ennis et al., 2016) described the process of intentional 
modeling that emerged as the substantive theory in the grounded theory study. The 
process of intentional modeling was described as a three-stage process. The first stage 
involved intentional observing the clinical leadership characteristics and attributes that 
they wanted to develop. The second stage was described as a processes of reflection on 
what they had observed and deciding how it could be incorporated into their practice. The 
third stage included both formal learning situations and informal learning situations in 
day to day clinical practice and involved participants intentionally modeling these clinical 
leadership characteristics (Ennis et al, 2016). Moreover, the process of intentional 
modeling was described as a process that enabled staff nurses to purposefully identify 
models that assisted them in developing the characteristics of effective clinical leaders 
(Ennis et al., 2016). 
Fardellone and colleagues (2014) reported the findings of a descriptive, 
correlational, cross-sectional study that examined the self-perceived leadership behaviors 
of staff nurses enrolled in a clinical ladder career pathway in a tertiary care hospital in the 
U.S. The LPI, a 30-item assessment survey, was used to measure the participants’ self-
reported frequency of their own leadership behaviors on a 10-point Likert-type scale. 
Moreover, higher scores represented behaviors used most often and strengths. Lower 
scores indicated opportunities for improvement (Fardellone et al., 2014).  
The sample for this study was recruited from a group of 102 Registered Nurses 
that were participating in a clinical ladder program. A total of 73 (71%) nurses completed 
the demographic and LPI surveys and were included in the study. The participants were 
mostly women (96%) and the mean age was 42 years. Most participants (86%) were 
Baccalaureate-prepared nurses with at least one national certification and 24% also were 
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enrolled in a graduate-level education program. In addition, several participants (27%) 
reported previous management experience (Fardellone et al., 2014). 
The mean scores were calculated for the five subscales in the LPI to determine the 
self-perceived frequency of their own leadership behaviors. The maximum possible score 
for each subscale was 60. The most frequent self-perceived leadership behavior was 
enabling others to act (M = 50.3, SD = 5.92) followed by modeling the way (M = 46.78, 
SD = 8.04), encouraging the heart (M = 46.27, SD = 8.96), challenging the process        
(M = 41.12, SD = 10.63), and inspiring a shared vision (M = 39.77, SD = 12.33). In 
addition, ANOVA was used to compare mean LPI subscale scores across the three levels 
of the clinical ladder. The ANOVA revealed no significant differences in any of the mean 
subscale scores among the different stages of the clinical ladder program even after the 
investigators adjusted for years of experience (Fardellone et al., 2014). The investigators 
also examined demographic factors associated with clinical ladder levels and LPI 
subscale scores. Age, years of experience as an RN, years with current organization, and 
years in current unit were correlated with each other. Pearson correlation for all of these 
factors ranged from r = .73 to r = .92, p <0.0001. When examined with the subscale 
scores, it revealed that nurses with more years of experience reported fewer self-
perceived leadership behaviors with Pearson correlation ranging from r = -.26 to r = -.46, 
p <0.05 (Fardellone et al., 2014).  
Therefore, the findings in (Fardellone et al., 2014) revealed that staff nurses in the 
clinical ladder program perceived themselves exhibiting the leadership behaviors 
included LPI subscales. However, the investigators were limited to measuring leadership 
behaviors included in the five subscales and therefore, there may have been other self-
perceived leadership behaviors that were not identified. It was noted that 80% of the 
participants in this study were Baccalaureate degree nurses which was almost double the 
 38 
national percentage of Baccalaureate degree nurses in the U.S. when the study was 
published in 2014 (National Council of State Boards of Nursing, 2019). In addition, many 
participants reported prior experience in management. Therefore, the participants for this 
study may have represented a unique group of highly educated and professionally 
motivated nurses that were actively seeking professional advancement. 
Larsson and Sahlsten (2016) reported findings from a qualitative study that 
explored registered nurses’ perceptions of staff nurse clinical leadership in an inpatient 
care unit in tertiary hospital in Sweden. A phenomenological approach was used and 
registered nurses were asked to describe how they experienced staff nurse clinical 
leadership. A total of 15 nurses were interviewed by the authors. Five descriptive 
categories emerged, they included: (1) Demonstrated clinical knowledge, (2) Established 
a good atmosphere of collaboration, (3) Consciously structuring the work in order to 
ensure patients’ best possible nursing care, (4) Customized presence in the practical work 
with patients according to predetermined prerequisites, and (5) Monitor coworkers’ 
professional practice (Larsson & Sahlsten, 2016). Although Larsson and Sahlsten limited 
their definition of clinical leadership to the social relationship between the staff nurse and 
nurse assistants, many of their findings were in agreement with previous studies in the 
literature. For example, the category demonstrated clinical knowledge aligned with 
previous findings by (Cook, 2001; Cook and Leathard, 2004, Ennis et al., 2015b; Patrick 
et al., 2011; Stanley 2004, 2006a) that SNCLs were perceived as clinical experts on their 
units. Consciously structuring the work in order to ensure patients’ best possible nursing 
care recognized SNCLs as patient care coordinators, which was supported by                  
Casey et al.’s (2011) descriptions of clinical leadership needs development needs. Then, 
Larsson and Sahlsten’s descriptions of customized presences in the practical work with 
patients according to predetermined prerequisites, was similar to descriptions of 
 39 
approachability and effective communication discussed by other authors                    
(Ågård & Lomborg, 2010; Pepin et al., 2011; Stanley, 2006a). Although Larsson and 
Sahlsten (2016) had focused their view of staff nurse clinical leadership, their findings 
were supported by descriptions of interpersonal and social aspects of staff nurse clinical 
leadership previously described in the literature.  
CHAPTER SUMMARY  
There were 22 articles that met the criteria for this review of the literature. 
However, there was evidence of a recent increase (2010-2016) in the number of 
published articles about staff nurse clinical leadership by international nurse researchers. 
Approximately one-third or 32% of the research studies focused on the staff nurse 
clinical leadership of Irish nurses and midwives. While the remaining two-thirds or 68% 
of the literature was represented studies published from seven different countries: 
Australia, Canada, Denmark, Sweden, Thailand, U.K., and the U.S. Notably, there was 
only one study that reported research findings about staff nurse clinical leadership of the 
nursing workforce in U.S. hospitals.  
It was evident in the findings of the literature review that there are significant 
gaps in the literature about staff nurse clinical leadership. Several articles discussed 
clinical leader development program components and outcomes. However, data were 
lacking concerning the ability of staff nurses attending such programs to act as clinical 
nurse leaders in their practice setting. Additionally, for the purpose of the proposed study, 
it was important to discuss factors that generated notable confusion about the concept 
staff nurse clinical leadership in the literature. First, there was a lack of consistent and 
precise terminology, and secondly, there was a lack of a clear definition of staff nurse 
clinical leadership. 
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This review of the literature demonstrated that there is an extensive gap in the 
knowledge about staff nurse clinical leadership. Many factors contributed to this 
limitation. First, inconsistent terminology and the lack of a standardized definition for 
staff nurse clinical leadership generated confusion in the literature. The confusion was 
evident, for example, in articles that linked the roles of SNCLs with the AACN’s Clinical 
Nurse Leader role. Although there was no consistent definition of staff nurse clinical 
leadership, the most frequently cited definitions related to staff nurse clinical leadership 
were taken from Cook and Leathard (2004) and Stanley (2006a). However, it should be 
noted that these definitions are based on study sample sizes of four (Cook, 2001; Cook & 
Leathard, 2004) and eight (Stanley, 2006a, 2006b). Second, only 22 research-based 
articles were found for this review of the literature. However, when it was considered that 
some articles (Casey et al., 2011; Cook, 2001; Cook & Leathard, 2004; Ennis et al, 2013; 
Ennis et al., 2015a, 2015b, 2016; Fealy et al., 2011; Fealy et al., 2013; McNamara et al. 
(2011); McNamara et al., 2014; Patton et al., 2013; Stanley, 2006a, 2006b) reported 
different aspects of the same studies, the number of studies was reduced to 12. Third, 
many articles lacked sufficient detail in their descriptions of methods. Consequently, the 
ability to critically evaluate study findings was undermined. Finally, the literature 
included published research from eight countries: Australia, Canada, Denmark, Ireland, 
Sweden, Thailand, the U.K., and the U.S. Only one research-based article about staff 
nurse clinical leadership among staff nurses in the U.S. was identified. Consequently, 
there was little known about the characteristics and behaviors that comprise staff nurse 
clinical leadership in hospital settings in the U.S. Therefore, this supported the need for a 
qualitative descriptive study that explored staff nurse and clinical manager perceptions of 
staff nurse clinical leadership in acute care hospital settings in the U.S.  
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Chapter 3: Methods 
This chapter includes a descriptions of the methods that were used for this 
qualitative descriptive study. In addition, it provides the rationale for why specific 
procedures were chosen. The following sections include a description of the research 
design, sampling strategy, data collection, data processing and preparation, data analysis, 
and procedures to ensure protection of human subjects.  
RESEARCH DESIGN 
Given the lack of knowledge about staff nurse clinical leadership in the U.S., a 
naturalistic paradigm was selected for this study. A naturalistic research approach was 
used to explore staff nurse clinical leadership as it exists in its natural setting, the work 
environment in clinical nursing units in tertiary care hospitals (Sandelowski, 2000; 
Sandelowski, Davis, Harris, 1989). In addition, a qualitative descriptive design, as 
described by Sandelowski (2000), was selected to provide the framework for this 
naturalistic research study.  
SAMPLING STRATEGY 
Purposeful sampling techniques were used to select participants for this qualitative 
descriptive study. Purposeful sampling was useful for selecting participants that were best 
able to meet the informational needs of the study and provide information-rich data 
(Morse, 1991; Sandelowski, 1995, 2000; Sandelowski et al., 1989; Weber 1990). For the 
purpose of this study, information-rich data were described as participants’ 
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comprehensive first-hand descriptions of their perceptions of staff nurse clinical 
leadership in their day-to-day clinical work environments (Sandelowski, 1995, 2000).  
Morse (1991) stated that the appropriateness of a sample is continuously 
evaluated during participant recruitment. Although participant selection is guided by pre-
established selection criteria, these criteria may be adjusted to facilitate understanding of 
the research problem. For the purpose of this study, purposive sampling techniques were 
used to recruit staff nurses and clinical managers that were most likely to represent the 
typical staff nurse and clinical manager in acute care hospital settings in the U.S. As the 
study progressed and more specific information was gathered about their perceptions of 
staff nurse clinical leadership, participants with particular knowledge and experiences 
were deliberately sought (Morse, 1991). However, participants were not expected to 
possess in-depth theoretical knowledge about staff nurse clinical leadership.  
Two strategies were used to include a sample of participants with various nursing 
experiences. First, participants were recruited from different acute care clinical units 
throughout two different hospital systems. This recruitment strategy was helpful to 
maximize the variation of the sample of participants and facilitate a broad exploration of 
the perceptions of staff nurse clinical leadership among staff nurses and clinical managers 
(Sandelowski, 2000, 1995). Therefore, recruitment of participants took place in different: 
(1) hospital systems (i.e. Seton Healthcare Network and St. David’s HealthCare),            
(2) hospitals, and (3) acute-care clinical units. Secondly, participants with atypical 
experiences were included in the study so the entire range of perspectives of staff nurse 
clinical leadership and breadth of the concept could be understood (Morse, 1991). 
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Moreover, selection of participants with various experiences and atypical experiences 
increased the likelihood of answering the research questions from a variety of 
perspectives, thereby contributing to the trustworthiness and credibility of the study 
findings (Graneheim & Lundman, 2004; Morse, 1991; Sandelowski, 1995; Weber, 1990). 
Regardless of a participant’s knowledge and experience, the principal investigator 
(PI) took into consideration qualities of a good informant during the recruitment process. 
Possessing relevant knowledge and experience would not ensure that a participant was a 
good informant (Morse, 1991). Staff nurses and clinical managers would be good 
informants only if they were able to reflect and critically examine their experiences 
concerning staff nurse clinical leadership in their work environments (Morse, 1991).       
A good informant also was dependent on the participant’s ability to articulate detailed 
information about their perceptions of staff nurse clinical leadership. Last, a good 
informant had to be willing to share their perceptions of staff nurse clinical leadership 
with the interviewer (Morse, 1991).  
Sampling and data analysis was conducted concurrently in a cyclical process. This 
cyclical process informed decision-making about sampling and data analysis. Sampling 
continued until the PI determined that informational adequacy or saturation had been 
reached (Morse, 1991; Sandelowski, 1995). Saturation of the data was achieved when 
there was no new information that was being discovered during the interviews. Moreover, 
prior to concluding participant recruitment, peer debriefing meetings between the PI and 
faculty were used to assess data saturation and prevent premature termination of data 
collection.  
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SETTING  
Research participant recruitment for the study was conducted throughout hospitals 
from St. David’s HealthCare (SDH) and the Seton Healthcare Family (SHF). Both SDH 
and SHF were within Austin and central Texas. SDH is comprised of six acute care 
hospitals. All six SDH acute care hospitals had received Pathway to Excellence 
designation by The American Nurses Credentialing Center (ANCC), these included:     
St. David’s Medical Center, St. David’s North Austin Medical Center, St. David’s South 
Austin Medical Center, St. David’s Round Rock Medical Center, St. David’s 
Georgetown, and Heart Hospital of Austin. In 2014, SDH was a recipient of the Malcolm 
Baldrige National Quality Award, an award that recognizes organizations for 
performance excellence through innovation, improvement, and visionary leadership.  
The SHF is comprised of 10 acute care hospitals. The SHF had achieved Magnet 
designation and re-designation of four hospitals by the ANCC since 2002, these included: 
Seton Medical Center Austin, University Medical Center at Brackenridge, Seton 
Northwest Hospital, and Dell Children’s Medical Center of Central Texas. Additionally, 
four SHF hospitals had received Pathway to Excellence designation by ANCC, these 
included: Seton Shoal Creek, Seton Edgar B. Davis, Seton Highland Lakes, and Seton 
Southwest. 
Participant recruitment involved multiple steps. Appropriate Institutional Review 
Board approvals were obtained from the University of Texas at Austin, SDH, and the 
SHF prior to initiating any participant recruitment actions. Meetings were scheduled with 
key stakeholders at SDH and SFH hospital facilities to provide them with a brief 
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description of the research and to gain their support for the proposed study. Informational 
fliers for the study were used as a recruitment strategy as allowed by hospital policy. The 
flier included personal contact information for the PI consisting of: electronic mail 
address. The fliers were posted in nursing common areas such as the conference rooms, 
nursing lounges, and private announcement areas such as the bulletin boards.  
INCLUSION AND EXCLUSION CRITERIA 
Inclusion and exclusion criteria was established to increase the likelihood of 
identifying research participants that may provide rich information about staff nurse 
clinical leadership behaviors and characteristics in clinical nursing units and how staff 
nurse clinical leadership may influence patient safety and quality of care. Staff nurses and 
clinical managers working at any of the six SDH and 10 SHF acute care hospitals were 
considered eligible to participate in the study. The inclusion criteria for staff nurse 
research participants were: (1) licensed Registered Nurse, (2) work as a clinical staff 
nurse whose primary role is providing bedside care, and (3) in a current staff nurse 
position for one or more years. The exclusion criteria for potential staff nurse participants 
were: (1) staff nurses with less than one year of nursing experience and (2) staff nurses in 
a position of formal authority such as: full-time charge nurse, clinical supervisor, clinical 
manager, clinical educator, or advanced practice nurse. The inclusion criteria for clinical 
manager research participants included: (1) Clinical manager of an acute care hospital 
unit and (2) six months or more in current clinical manager position. Participation in the 
study was not influenced by gender or ethnic background. All potential participants had 
to be at least 18 years of age or older. 
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DATA COLLECTION PROCEDURES 
Institutional Review Board approvals for the study were obtained prior to initiating 
participant recruitment and data collection. Also, prior to beginning participant 
recruitment for the study, the PI organized meetings with key stakeholders which 
included senior nursing administrators of the SDH and SHF hospitals. In addition, the PI 
met with site-based directors to introduce the research study and seek their support for 
recruitment of clinical managers and staff nurses in their clinical units. Approval and 
support for participation was sought at the six SDH and 10 SHF acute care hospitals.  
Nurses interested in participating in the study were screened for eligibility in the 
order that they notified the PI. The screening took place by telephone or in person. 
During the screening process, nurses were asked to answer a short questionnaire that 
assessed the predetermined inclusion and exclusion criteria for the study (see Appendix 
A). If the nurse met the study inclusion criteria, a time was scheduled to meet for the 
face-to-face interview. If the nurse being screened met any of the study exclusion criteria, 
they were immediately notified that they did not meet the criteria for participating in the 
study and they were thanked for their interest in the study. Participant recruitment, data 
collection, and data analysis occurred simultaneously during the study. However, once 
data saturation had been achieved, participant recruitment stopped. 
Three methods were used for collecting data. The primary method of data collection 
was individual face-to-face interviews using semi-structured open-ended questions. 
Demographic data was also collected using a demographic questionnaire that was 
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completed prior to each interview. In addition, field notes were maintained by the PI 
throughout each interview session.  
Semi-Structured Interviews 
Semi-structured open-ended interview questions were used to collect data from 
participants (see Appendices B and C for examples of staff nurse and clinical manager 
questionnaires) (Miles, Huberman, & Saldaña, 2014; Sandelowski et al., 1989). These 
questions were developed by the PI to elicit broad descriptions about the perceptions of 
staff nurse clinical leadership (Miles et al., 2014; Sandelowski et al., 1989). In addition, 
the use of semi-structured interview questions was consistent with a research design that 
was not guided by a specific theoretical conceptualization of staff nurse clinical 
leadership (Miles et al., 2014; Sandelowski et al., 1989). The PI opened each interview 
by reading to the participant the definitions for the concepts: (a) staff nurse clinical 
leadership, (b) quality of care, and (c) patient safety. However, these definitions were 
intended to orient participants to the general themes of the interview and help them focus 
their thoughts prior to beginning the interview questions (Sandelowski et al., 1989). 
Moreover, the semi-structured open-ended interview questions were intended to allow 
participants the freedom of expression of their perceptions about staff nurse clinical 
leadership. Therefore, the contents and direction of each interview varied with the 
participants’ responses (Sandelowski et al., 1989).  
The PI used prompts and probes during the interviews when further explanation 
and clarification was needed from the informants. Prompts and probes consisted of words 
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such as: (1) could you tell me more about that, (2) can you give me an example, (3) what 
do you mean by that, (4) why does that stand out in your memory, and (5) why do you 
think you noticed that? 
All of the interviews were led by the PI. Measures were taken to ensure 
participant privacy. The interviews were conducted in a private environment such as a 
conference room at the participant’s hospital work location or a study room at the 
University of Texas at Austin School of Nursing. All the interviews were audio-recorded 
with a primary and back-up hand held digital audio recorder in case there was a failure in 
the primary recording device. Interviews were expected to last 60 to 90 minutes.  
The first one to three interviews served as pilot interviews. The pilot phase served 
to trial the recruitment process, interview instruments, data collection, data preparation, 
and data analysis procedures. During this time, debriefing meetings with the faculty were 
used to discuss necessary changes to the methods of the study. Although necessary 
changes to the methods of the study were not identified, the faculty member provided the 
PI feedback about the interview techniques. For example, the PI was asked to allow for 
more pause time to allow participants ample time to respond fully to the interview 
questions. The pilot interviews were used in the data analysis for the entire study. 
Demographic Questionnaire 
A demographic instrument developed by the PI was used to collect the 
participants’ demographic information (see Appendices D and E for examples of staff 
nurses and clinical manager demographic forms). The demographic items included: age, 
gender, ethnicity, highest level of education, highest nursing degree, national nursing 
certification, work site, years worked in current position, type of clinical unit, length of 
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time they had worked in their current clinical unit, primary shift assignment, frequency of 
interactions between staff nurses with their first line manager, and frequency of 
interactions between managers and their clinical staff nurses. The inclusion of these 
variables was based on a review of the nursing literature concerning staff nurse clinical 
leadership. 
Field Notes 
Field notes were observational notes that were taken by the researcher in the field 
and they were based on the researcher’s observations and conversations with participants 
(Corbin & Strauss, 2008). These field notes provided valuable insights to support data 
analysis and the formulation of findings (Saldaña, 2013). For the purpose of this study, 
field notes were hand written notes taken before, during, and after each interview. A 
technique for recording jottings was used to take field notes. When jotting, a key word or 
phrase was used to capture the observation (Emerson, Fretz, & Shaw, 2011). Jotting a 
word or two at the moment or soon after for each observation allowed the researcher to 
recall the details of the observation when writing a detailed field note at a later time 
(Emerson et al., 2011). After each interview, a memo was used to document detailed 
reflective and analytic notes. This memo became part of the audit trail for the study. 
DATA PROCESSING AND PREPARATION 
Interview Transcriptions 
Prior to beginning data analysis the raw digital audio data of the interviews was 
transcribed into typed text using a professional transcription service provider. The 
transcriptions included all words and sounds such as “uhs” and “ers.” Pauses during the 
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interview were also noted in the transcriptions. Words were transcribed and spelled as 
they were spoken to include mispronunciations. Additionally, incomplete sentences 
during the interview were reflected as such in the typed text. The goal of the 
transcriptions was to provide an exact reflection of the interview data to maintain an 
accurate account of the event thereby preserving descriptive validity (Miles et al., 2014). 
The typed transcriptions were saved in Microsoft Word document format. The 
transcription process was conducted soon after each interview to allow for concurrent 
data analysis and data collection. The Atlas.ti 7 software program was used to assist with 
the management of the transcribed data. The PI examined each transcription for accuracy 
by reviewing the transcription with the digital audio recording. 
Demographic Data Questionnaire 
The raw data from the demographic questionnaires was transcribed into a 
Microsoft Excel 2013. An Excel spreadsheet was created and formatted by the PI. Then 
the demographic data was organized in the data base to facilitate further descriptive 
analyses. The participant names on the demographic questionnaires were replaced with 
pseudonyms that corresponded with the interview transcripts. 
Field Notes 
The hand written field notes were transcribed into typed text, verbatim, following 
each interview session. Any personal identifying information written in the field notes 
was replaced with a pseudonym that linked it with the corresponding interview 
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transcription and demographic data questionnaire. Then field notes were organized in a 
field note collection to facilitate further analysis.  
DATA ANALYSIS 
Data analysis began immediately after the first interview was transcribed and the 
transcription text was double-checked by the PI for accuracy. After the first interview, 
data collection and data analysis occurred concurrently. Qualitative content analysis 
methods were used to guide the data analysis strategy for the proposed qualitative 
descriptive study. A central tenant of content analysis was that communication is a key 
aspect of social interaction (Weber, 1990). Analytic procedures of content analysis 
operated directly on the transcriptions of human communication or text (Weber, 1990). 
For the purpose of this study, Weber’s (1990) definition of content analysis was used: 
“Content analysis is a research method that uses a set of procedures to make valid 
inferences from text” (p.9). Content analysis may be used to analyze three aspects of 
communication: (a) the message, (b) the sender, and (c) the audience                              
(Berg & Lune, 2011; Weber, 1990). The content analysis procedures for this study was 
focused on the message. The message was analyzed in terms of themes relative to topics 
and the emphasis of these topics in the text (Berg & Lune, 2011). In addition, the PI used 
content analysis to examine the manifest content of the text. In contrast to deeper implied 
meaning of latent content, the manifest content was the visible surface level of the text 
(Berg & Lune, 2011; Kondracki, Wellman, & Amundson, 2002). The purpose of the 
interviews was to elicit descriptions of how staff nurses and clinical managers perceive 
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staff nurse clinical leadership and how they perceive staff nurse clinical leadership 
influencing patient safety and quality of care. Therefore, a manifest content analysis of 
the descriptions of their perceptions was useful for analyzing the surface structure present 
in the message that described how staff nurse clinical leadership is perceived by these 
nurses and how they view it’s influence on bedside patient care. The content analysis 
procedures for this study was accomplished by using two-cycle line-by-line coding 
techniques that will be described in the next section. 
Coding  
A code is a research-generated label that consists of a word or phrase that is used 
to assign interpreted meaning to a portion of the transcription data (Saldaña, 2013). Data 
analysis began with coding and coding enabled the investigator to identify and label 
patterns in the data (Saldaña, 2013). In a process termed data reduction, the text was 
coded then clustered into larger chunks of information to form categories. Categories 
were then analyzed to describe recurring regularities that emerged from the data or 
themes. Therefore, themes were the outcome of coding and they could be used to 
generate conclusions from the findings of the data analysis (Saldaña, 2013).  
An a priori list of defined codes was not used for this study. Consistent with the 
naturalistic paradigm, there were no theoretical conceptualizations used to generate a pre-
selected list of defined codes. Instead, codes were allowed to emerge directly from the 
text during the first-cycle of coding (Miles et al., 2014). 
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First Cycle Coding  
Coding involved an iterative process of reading and rereading the text. Line by 
line coding was carried out to assign codes to clusters of meaning in the text                    
(Miles et al., 2014). These clusters of meaning ranged from a single word, phrase, or 
paragraph. Codes labeled these clusters of meaning to facilitate further analysis and 
reduction of the data. It was expected that codes would change throughout the course of 
the coding process. As a result of this dynamic coding process, two issues arose that 
required careful consideration because they would have a significant influence on the 
reliability of the study findings, these were: (a) creating reproducible coding instructions 
and (b) delineation of clear detailed definitions for codes and categories                   
(Krippendorf & Bock, 2009; Krippendorf, 2013). Weber (1990) noted that the central 
problems of content analysis were threats to the reliability of the study that arise during 
the data reduction processes.  
In qualitative content analysis, phenomena can support several interpretations. For 
this reason when coding large volumes of text over a long period of time, it was 
necessary for the coder to maintain focus about what was being studied                       
(Krippendorf & Bock, 2009). The PI created detailed coding parameters for the purposes 
of: (a) delineating the procedures that guided the PI during coding, (b) providing the PI 
with ability to link generated data with the whole data set in the raw text, and (c) provide 
a medium for communication that enabled others to reproduce the PI’s data-making 
efforts (Krippendorf & Bock, 2009). Therefore, reproducible coding instructions 
influenced reliability by maintaining stability in the coding process over time and by 
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delineating a classification system that is reproducible. The development of good coding 
parameters may undergo several iterations (Krippendorf & Bock, 2009). For the purposes 
of this study, the initial formulation of coding parameters was tested with the first three to 
five interviews that served as a study pilot. The PI also used peer debriefing with the 
faculty supervisor to discuss, trouble-shoot, and develop the coding parameters during 
data analysis.  
It was important to delineate clear detailed definitions for codes and categories. 
Ambiguous definitions create inconsistencies in the coding process and threaten its 
stability thereby threatening the reliability of the study (Weber, 1990; Krippendorf & 
Bock, 2009; Krippendorf, 2013). In this study, a systematic process for cataloging codes 
and categories was maintained throughout data analysis. When a code was assigned to a 
section of the text, it also was added to a catalog of codes that included a clear detailed 
definition for the code or category. This catalog included the full name of the code, the 
abbreviation of the code, the definition, and the location of the code in the text. 
Additionally, this catalog served as an audit trail to track the merging, modification, or 
deletion of codes and categories.  
Selection of the appropriate coding method for the first-cycle of coding began at 
the initiation of data analysis of the first interview. The PI read and reread the first 
interview transcript before attempting to code the text. It was anticipated that the coding 
method would develop during the first three to five interviews that would serve as a pilot 
for the study. In addition, analytic memo writing and peer debriefing with faculty were 
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used by the PI during this time to discuss problems with coding and reduce preconceived 
biases that may have been present. 
Second Cycle Coding  
The second-cycle involved a more advanced way of reorganizing and reanalyzing 
data that was coded in the first-cycle (Saldaña, 2013). During the second-cycle the first-
cycle codes were linked logically to form categories. The goal was to develop categorical 
and thematic organization from the first-cycle codes.  
Pattern coding techniques were used to condense data into categories and 
emergent themes. Larger amounts of data were condensed into fewer number of analytic 
units (Miles et al., 2014). The second-coding cycle occurred at the same time as data 
collection. Moreover, it was expected that discoveries occurring during the second-cycle 
of coding would enable data collection to become more focused. Similar to the coding 
process during the first cycle, measures were taken to minimize threats to the reliability 
of the study. The PI developed detailed instructions for pattern coding to minimize 
inconsistencies in the coding process and create a detailed audit trail. Categories were 
clearly defined to reduce variations in the coding process over time.  
Pattern coding leads to the emergence of themes from the data (Miles et al., 2014; 
Saldaña, 2013). Themes represented the overarching meaning across participants. 
Themes were used to generate thematic and conceptual conclusions about staff nurse and 
clinical manager perspectives of staff nurse clinical leadership and how leadership 
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influences patient safety and quality of care. The computer software generated matrices 
and networks of the codes and themes were used to illustrate the study findings. 
COMPUTER-AIDED QUALITATIVE DATA ANALYSIS SOFTWARE 
Computer-Aided Qualitative Data Analysis Software (CAQDAS) was used by the 
PI as a tool for supporting the processes of qualitative content analysis in this study. The 
software program ATLAS.ti 7 did not analyze data; however, it was used to conduct tasks 
that a computer can do more efficiently, such as: (a) data storage and retrieval, (b) 
modification of codes, (c) retrieving of data based on defined criteria, (d) searching for 
words, (e) attaching notes, and (f) displaying data in graphic matrices and networks 
(Friese, 2014). 
ANALYTIC MEMOS 
The PI used analytic memo writing to document details about analytic and process 
decision-making throughout the study (Connelly, Yoder, & Miner-Williams, 2003; Miles 
et al., 2014; Saldaña, 2013). These memos included information about: (a) coding 
processes, (b) code choices, (c) emergent patterns in the data, (d) development of 
categories, (e) theme development, (f) and study findings (Saldaña, 2013). Analytic 
memo writing created an audit trail that served as a medium for communicating key 
research steps taken by the PI throughout the study (Connelly et al., 2003). 
REFLEXIVITY 
The PI approached this research study with a conceptual orientation and therefore, 
held certain preconceptions and opinions about the topic that may have influenced the 
research (Malterud, 2001). Reflexivity was a technique that was used to identify and 
document preconceptions that were brought into the study to help the PI reassess personal 
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perspectives throughout all stages of the study (Malterud, 2001). Prior to initiating data 
collection, the PI documented in a memo personal preconceptions, questions, insights, 
and frustrations related to the study. Reflexivity memos were written periodically 
throughout the study. During the study write-up phase, reflexivity memos were examined 
to identify and report potential investigator biases. 
PEER DEBRIEFING  
Peer debriefing involved periodic meetings with faculty that are knowledgeable 
about nursing leadership and qualitative research. These meetings were held periodically 
throughout the study. Peer debriefing provided the PI with an opportunity to discuss 
questions, concerns, and frustrations related to the study. Additionally, it provided a 
setting to seek advice related to analytic and process decision making about the study 
(Connelly et al., 2003). 
PROTECTION OF HUMAN SUBJECTS 
Privacy and Confidentiality of Participants 
Permission to conduct this study was obtained from The University of Texas at 
Austin Institutional Review Boards. In addition, permission to recruit participants at St. 
David’s Healthcare was obtained from the individual St. David’s hospital research 
committees. Moreover, site approval was obtained from the Seton Healthcare Family 
Research Support Services to recruit participants at Seton hospitals. The following 
information was provided to each potential participant: 1) the purpose of the study,        
2) procedures for completing the demographic survey and the face-to-face interviews, 3) 
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the confidential treatment of the demographic survey, interview data, and audio 
recordings of the interview, 4) the voluntary nature of participation, and 5) the lack of 
repercussions for not participating in the study.  
Given the nature of this study and minimal risk for potential harm for study 
participants, a request for a waiver of signed consent was submitted to the Institutional 
Review Boards (IRB). Instead of requiring potential participants to sign an informed 
consent, a study fact sheet created by the PI was given to each potential participant for 
their review (See Appendix F). Review of the study fact sheet and completion of the 
demographic questionnaire therefore constituted consent to participate in the study. 
Confidentiality of the Research Data 
Measures were taken to ensure the privacy and confidentiality of all participants. 
Communication with the participant, other than face-to-face or telephone prescreening 
and the face-to-face interview was conducted via the preference of the participant to 
respect their privacy. In addition, all communication with the participant involved 
discussions that were directly relevant to the nature of the study. All demographic and 
interview data collected was not identified with the participants’ names. Steps for 
maintaining privacy and confidentiality were maintained by conducting interviews in a 
setting that was private and free from distractions such as a conference or meeting room. 
Additionally, an option was provided to participants for an off-site interview at the 
University of Texas at Austin School of Nursing.  
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The interviews lasted between 60 to 90 minutes. The interview was audio recorded 
using a hand-held digital audio recorder and a back-up hand-held digital recorder. The 
digital audio recording was transcribed by a professional transcription service provider. 
At the conclusion of the study, the digital audio file was permanently deleted. The typed 
text interview transcriptions was saved in a password protected personal laptop computer. 
All participants and corresponding interview transcripts were assigned a pseudonym. In 
addition, if any names or personal identifying information (related to the study participant 
or any other person) were mentioned during the interview recordings, they were altered 
or omitted during the transcription process. Therefore, in order to maintain participant 
confidentiality, real names were not used at any time. The interview transcriptions, 
demographic data, and field notes were stored by the PI in a locked file cabinet in his 
residence at all times except when being analyzed. In addition to the PI, only the PI’s 
faculty supervisor had access to the raw data.  
CHAPTER SUMMARY  
This chapter delineated methods that were used to conduct the proposed study.     
A qualitative descriptive design using qualitative content analysis was used to explore 
staff nurse and clinical manager perceptions of staff nurse clinical leadership and how 
they perceive staff nurse clinical leadership influences patient safety and quality of care. 
The appropriate Institutional Review Board approvals were obtained prior to participant 
recruitment. Staff nurses and clinical managers were recruited from a variety of acute 
care clinical units among two hospital network systems in an urban city in central Texas. 
 60 
Semi-structured open-ended questions were used to interview staff nurses and clinical 
managers about their perceptions of staff nurse clinical leadership. Qualitative content 
analysis was used to analyze the transcribed interview data. A two-cycle coding process 
was used to generate codes, categories, and thematic findings from the data. Standard 
qualitative techniques were used to maintain methodological rigor. The PI used 
CAQDAS to assist with tasks during data analysis. Several measures were taken to 
ensure participant privacy and confidentiality. In summary, the qualitative descriptive 
design and qualitative content analysis methods delineated in this chapter were most 
useful for answering the research questions of the proposed study. These methods 
provided strength for an initial determination to examine the perceptions of staff nurse 
clinical leadership. 
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Chapter 4: Results 
The purpose of this qualitative descriptive research was to explore staff nurse and 
clinical manager perceptions of staff nurse clinical leadership in hospitals in central 
Texas. The study included interviews with 19 nurses, nine staff nurses and ten clinical 
managers. The design and methods used were consistent with Miles et al. (2014) and 
Saldaña’s (2013) descriptions of the qualitative descriptive methods. Participant 
recruitment, interviews, and data analysis were completed concurrently. The analyses of 
the interview data led to the emergence of codes, categories, and themes. Data collection 
concluded when the point of saturation was achieved. The categories and themes that 
emerged from the data were used to describe staff nurse and clinical managers’ 
perceptions of staff nurse clinical leadership. A summary of the categories and themes is 
included in Table 2 on the next page. This table groups the emerging themes into three 
sections that reflect the focus of the interview questions, to include: (1) Qualities and 
characteristics of the SNCL, (2) Influence on their unit, and (3) Influence on patient 
safety and quality of care. A total of seven themes emerged from the staff nurse data. In 
addition, nine distinct themes emerged from the manager data. However, the theme 
speak-out emerged twice from the manager data, in the sections influence on their 
patients and influence on patient safety and quality of care. Therefore, a total of ten 
themes were included for the manager group in Table 2.  
STUDY PARTICIPANTS 
The sample for this study was comprised of staff nurses and clinical managers 
from acute care hospitals at St. David’s Healthcare and the Seton Healthcare Family in 
central Texas. The staff nurse participants provided direct patient care in an inpatient 
nursing unit and had been in their current staff nurse role for at least one year. The 
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clinical managers managed the daily operations of an inpatient nursing unit and had been 
in their managerial role for at least six months.  
Table 2. Summary of categories and themes 
Qualities & Characteristics of SNCL 
Staff nurses Managers 
 
1) Theme: Characteristics of the 
individual 
a) Optimism 
b) Self-confidence 
c) Compassion 
2) Theme: Human relation skills  
a) Role Modeling 
b) Teamwork 
i) Approachable  
ii) Above and beyond 
 
1) Theme: Characteristics of the 
individual  
a) Optimism 
b) Self-Confidence 
c) Resourceful 
2) Theme: Human relation skills 
a) Effective communication with 
coworkers 
b) Effective communication with 
patients 
Influence on their unit 
 
3) Theme: Build trust 
4) Theme: Unity  
 
3) Theme: Contribute to the team 
4) Theme: Speak-out 
5) Theme: Advocate for patients 
6) Theme: Generate followership 
Influence on patient safety and quality of care 
 
5) Theme: Speaking-up  
6) Theme: Awareness 
7) Theme: Role-modeling 
 
7) Theme: Do the right thing 
8) Theme : Take the extra steps 
9) Theme: Speak-out 
10) Theme: Problem-solve 
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Nine staff nurses participated in the study and all were female. In addition, most 
staff nurses were Caucasian and the mean age was 33.7 years. Their mean years of 
nursing experience was 9.5 years and more than half of the participants worked in 
medical-surgical nursing departments. A majority of the staff nurse participants (66.7%) 
had earned a Baccalaureate degree in nursing and two participants (22.2%) had a Masters 
in nursing degree. Moreover, five staff nurses (55.5%) also had non-nursing degrees. 
Only two staff nurses had earned a national specialty certification in nursing.  
Ten clinical managers participated in the study. Most managers were female 
(90%), Caucasian (80%), and their mean age was 44 years. The mean years of nursing 
experience of manager participants was 18.4 years, nearly double that of the staff nurse 
participants. Most managers were supervisors of either a medical surgical (50%) or 
critical care unit (40%). Similar to staff nurse participants, all but one clinical manager 
had earned at least a Baccalaureate degree or higher in Nursing. In addition, 70% of 
managers also had earned non-nursing degrees. More than half (60%) reported having a 
current national certification.  
 Staff nurses were asked how frequently they interacted with their managers. Most 
staff nurses reported having interactions with their manager at least weekly. Managers 
also were asked how frequently they interacted with their staff nurses. All managers 
reported daily interaction with their staff nurses. The demographic characteristics of the 
sample are provided in Table 3.  
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Table 3. Participant Characteristics 
Nurse Characteristics  Staff Nurses Managers 
Gender n (%) Female 9 (100) 9 (90) 
  Male  0 (0) 1 (10) 
Race/ethnicity n (%) African American  0 (0) 1 (10) 
  Asian 1 (11.1) 1 (10) 
  Caucasian  8 (88.9) 8 (80) 
Age Mean (SD) Years 33.7 (13.34) 44.1 (10.78) 
Nursing experience Mean (SD) Years 9.5 (13.89) 18.4 (13.29) 
Practice Setting n (%) Med.-Surg. 6 (66.7) 5 (50) 
  PICU 1 (11.1) 1 (10) 
  NICU 1 (11.1) 1 (10) 
  IMC 0 (0) 1 (10) 
  ICU 0 (0) 2 (20) 
  Post-Partum 1 (11.1) 0 (0) 
Highest Nursing Education n (%) Diploma 1 (11.1) 1 (10) 
  Baccalaureate 6 (66.7) 5 (50) 
  Masters 2 (22.2) 4 (40) 
Highest Non-Nursing Education None 4 (44.4) 3 (30) 
  Associates 2 (22.2) 2 (20) 
  Baccalaureate 3 (33.3) 4 (40) 
  Masters 0 (0) 1 (10) 
National Certifications n (%) 0 7 (77.8) 4 (40) 
  1 1 (11.1) 6 (60) 
  2 1 (11.1) 0 (0) 
Frequency of interactions with 
their manager (staff nurses)/ staff 
nurses (manager) 
Daily 2 (22.2) 10 (100) 
Every 2-3 days 3 (33.3) 0 (0) 
Weekly 3 (33.3) 0 (0) 
Every 1-2 Months 1 (11.1) 0 (0) 
Med-Surg.: Medical Surgical Unit; PICU: Pediatric Intensive Care Unit; NICU: Neonatal 
Intensive Care Unit; PICU: Pediatric Intensive Care Unit; NICU: Neonatal Intensive Care 
Unit  
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QUALITIES AND CHARACTERISTICS OF STAFF NURSE CLINICAL LEADERS 
The participants were asked to describe what they viewed as the characteristics of 
effective SNCLs. Two themes emerged from the staff nurse interview data. The themes 
included: (1) Characteristics of the individual and (2) Human relation skills. Similarly, 
the same themes emerged from the manager interview data, to include: (1) Characteristics 
of the individual and (2) Human relation skills. Although similar themes emerged, the 
themes were described differently by staff nurse and manager participants. 
Staff Nurse Theme 1: Characteristics of the individual  
Staff nurses were asked to identify and describe characteristics that they perceived 
as key elements of effective SNCLs on their clinical units. The participants discussed 
several qualities they observed in other frontline clinical nurses that exemplified staff 
nurse clinical leadership. In addition, some participants perceived themselves as an 
effective SNCL and therefore discussed qualities about their role as a bedside nurse who 
exemplified SNCL.  
The theme characteristics of the individual comprised a group of personal 
qualities that staff nurse participants viewed as qualities of effective SNCLs. Moreover, 
the theme Characteristics of the individual included descriptions of elements that related 
specifically to the personal character of the individual SNCL. The three categories that 
described this theme included: (1) Optimism, (2) Self-Confidence, and (3) Compassion. 
Optimism 
Several participants identified optimism as an important personal quality of 
SNCLs. Optimism was seen as a SNCL’s tendency to generally have a more favorable 
outlook of work environment conditions especially during stressful situations on their 
unit, for example: during shifts with heavy workloads and when their unit was short 
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staffed with nursing care. Moreover, SNCLs were nurses who despite their unit’s 
working conditions, consistently demonstrated a positive outlook in their day-to-day 
work life. One participant added that a SNCL was “someone who was not coming to 
work every day and complaining about how things were done wrong or need to be fixed” 
(7SN, line 49). In addition, participants described that the optimism demonstrated by 
SNCLs would tend to make a positive influence on other nurses on the unit. One 
participant said 
You know those nurses when they come in and they just are so negative 
and they get put in a stressful position, they’re sitting there grunting, 
where those clinical leaders are; sometimes even get that adrenaline rush 
and get excited or they give you a pat on the back for helping them and 
just stay really, really positive (3SN, line 49). 
Self-Confidence 
Demonstrating self-confidence at the bedside was described by all of the 
participants as a key personal quality of effective SNCLs. In contrast to optimism, self-
confidence was viewed as a staff nurse’s ability exhibit self-assurance with clinical skills 
and therefore demonstrate possession of a high level of clinical competence and 
expertise. One participant, and self-identified SNCL, described her ability to project self-
confidence at the bedside even during clinical situations when in reality she was not 
confident about her clinical abilities. Similarly, a second participant, and self-perceived 
SNCL, stressed the importance of showing that “we are confident in what we are doing” 
at the bedside because it has an influence on the self-confidence of less experienced 
nurses (2SN, line 68). Similarly, another participant described how she felt that her 
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ability to demonstrate self-confidence was especially critical when working side-by-side 
with newer nurses because their self-confidence was influenced by her self-confidence. 
Compassion  
Being compassionate toward patients and their families was frequently identified 
as a personal quality of effective SNCLs. Participants explained that compassion was 
staff nurses’ ability to connect with their patients. One participant added that SNCLs 
especially connected with their patients during “very low positions in life” or “suffering 
points” (1SN, line 109). Another participant recounted a story that demonstrated 
compassion for a dying patient and his family 
Just compassionate for instance, we had a patient who was dying, he was a 
very young patient, and his fiancé was pregnant and they induced her 
pregnancy so that he could see his baby before he died. We had to take the 
patient down to labor-and-delivery and the labor-and-delivery staff nurses 
would take over his patient care while we left him down there. So the staff 
nurse would pretty much sign out the patient, because he had a pain pump, 
over to the house supervisor. And the house supervisor would take the 
patient down to labor and delivery and labor and delivery would even care 
for our patient just so that the patient could see the baby before he died 
because that was very important to him and his fiancé and his entire 
family was there. We got a Catholic priest to come and speak with them. 
We gave them a Catholic Bible, everything just to make sure that that they 
had that care because there was nothing more we could do clinically but 
we were still compassionate (2SN, line, 42) 
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This participant added that although the managers and the house supervisors 
coordinated the logistics and transport of the patient between units, it was the staff nurses 
who were there on the front lines and emotionally involved with the patient’s care. It was 
the staff nurses at the bedside witnessing the family’s distress and trying to alleviate the 
family’s suffering through compassionate care. 
Staff Nurse Theme 2: Human Relations Skills  
Role modeling  
Most participants believed that being a role model was an essential component of 
SNCLs. Participants described role models as persons whom others looked up to and 
imitated. In addition, one participant explained that being an effective SNCL was about 
being a “good example” and a “good role model” (7SN, lines 79-83). Moreover, a second 
participant explained why she believed it was important to be a role model for other 
nurses: 
And so I think older nurses do have a responsibility though to cultivate 
leadership and help the newer nurses recognize what their leadership 
qualities are and then uh, encourage them to start gaining the skills to 
become leaders (5SN, line 487). 
Participants frequently recognized SNCLs as staff nurses who were role models 
for performing the right care, clinical expertise, and being a clinical resource. For 
example, one participant reported that SNCLs always “follow the rules” and do not cut 
corners when providing patient care (6SN, line47). Likewise, another participant stated 
that SNCLs were nurses who performed the right care “every time” (1SN, line 584). 
In addition, several participants perceived SNCLs as role models because of their 
clinical expertise. Still, there were different views among participants of what 
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exemplified clinical expertise. One participant and self-perceived SNCL claimed that her 
clinical expertise came from her years of nursing experience; she said, “My expertise 
comes from being in my field for so long, other nurses come to me because I have that 
expertise” (7SN, line 97). Yet another participant described clinical expertise as a nurse’s 
ability to “anticipate the needs and questions that patients would have” (4SN, line 78).  
I think knowledge is also very important. Obviously, without knowledge, 
we would not be able to educate very efficiently and effectively…and, as 
well as to our healthcare team. It is really necessary for growth, and for 
better practice, and our discipline (1SN, line 193-203). 
Teamwork  
The notion of teamwork also emerged as a common description of effective 
SNCLs. Most participants reported that SNCLs were recognized as individuals who were 
able to, through their relationships with their peers, generate teamwork on their unit. In 
addition, participants were asked to further explain how teamwork related to being a 
leader at the bedside. Two reoccurring categories emerged from their descriptions of 
teamwork, they were: (1) Approachable and (2) Above and beyond. 
Approachable 
Approachable staff nurses were nurses who peers perceived as friendly, sociable, 
and welcoming of coworkers. When asked what approachable looked like, one staff nurse 
replied: “Eye contact, um friendly, welcoming…those kind of things” (4SN, line 110). 
Another participant and self-identified SNCL said that she was approachable to other 
staff nurses because she was “easy to talk to” and she described her “personality” (6SN, 
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line 85-89) as calm and nonjudgmental. In addition, one staff nurse explained how not 
being approachable interrupted teamwork: 
I think if you are able to build trust among people, they will want to rely 
on you. Sometimes people will have a lot of expertise but they are not 
very friendly. I know of nurses who will not want to ask them questions 
because they are just grumpy and they are not friendly. And so you’d 
rather just figure it out on your own...rather than approach them. And so I 
do not think that’s safe. So, I think sharing knowledge in a friendly way 
expresses that you want other people to learn and this is really important 
(5SN, line 241-249). 
Above and Beyond 
Several participants talked about the notion of going above and beyond as the way 
that SNCLs demonstrated teamwork on their units. Going above and beyond occurred 
when SNCLs voluntarily completed duties beyond their assigned workload. This 
additional work involved assisting with and working independently to complete bedside 
care needs for patients assigned to their coworkers. These SNCLs were described as 
having a strong awareness of their unit and therefore could identify when other nurses 
were overwhelmed with their patient assignments and “drowning” (4SN, line 98). 
Moreover, they were motivated to help their peers with a sense of teamwork and 
provided assistance without making their peers feel guilty for needing help. One staff 
nurse said:  
They will go above and beyond. When your patient needs 
an IV, they will be the person to say ‘oh I will do it for you, 
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you are busy’ or ‘you are having a rough day.’ Also, ‘oh 
you need that? I will do that. That is okay’ (2SN, line 95).  
Manager Theme 1: Characteristics of the individual  
Clinical managers also were interviewed and asked to describe how they 
perceived SNCLs. Like staff nurse participants, managers’ responses comprised a 
combination of characteristics and behaviors that managers viewed as an integral part of 
being a SNCL. Unlike staff nurse participants, managers described characteristics and 
behaviors that they observed on their units and that they, as their supervisor, expected 
from SNCLs. The three categories that emerged within the theme characteristics of the 
individual included: (1) Optimism, (2) Self-confidence, and (3) Resourceful. 
Optimism 
Many clinical managers described optimism as a personal trait of SNCLs. 
Managers also viewed optimism to be a general positive outlook. One manager described 
how being optimistic allowed a staff nurse on her unit to accept the role of Chair for a 
new unit council despite not having much experience and background in this role. “She 
just volunteered to be the new unit council chair because the other one had left. She knew 
nothing about it but the staff nurse said this will be fun” (1M, line103). According to the 
manager, as a result of this staff nurse’s optimism, she served as the chair of their unit 
council and therefore became an informal leader on the unit.  
A second manager described how being optimistic was one staff nurse’s way of 
being able to remain resilient in a clinical unit:  
Um, I think the main thing that I admire is their dedication to their patients 
and their optimistic view during really desperate sad situations. Um, we 
 72 
have a lot of sad things that happen here. And you have to be a person that 
stays optimistic and happy about what you’re seeing even when it’s hard 
for most people to even find one thing to be happy about in this situation 
(3M, line143). 
In addition, this manager reported that this nurse’s ability to demonstrate 
optimism on her unit influenced other nurses around her to be more optimistic. Similarly, 
another manager described SNCLs as nurses with a “positive attitude” and said “They are 
the people that other people will follow. They’re usually high, high performers and they 
have the ability to pull the medium performers up with them” (5M, line 55). 
Self-Confidence 
Similar to staff nurse participants, several clinical managers also claimed that 
confidence was a quality of SNCLs. Managers explained that confident SNCLs were 
perceived as nurses that demonstrated composure and self-assurance in their clinical 
skills. For example, one manager described: 
I guess because there’s no formal title, but somehow these nurses like-- 
take on, like they – they’re aware I think a lot of times – sometimes you 
tell them like ‘you are a leader on the unit’ and they are like ‘really’? But 
they do know and their sense of authority usually comes across when they 
are advocating for a patient. Like they are an authority on their patients 
and they are an authority on their practice. And they, they do, they have a 
sense of it – it looks probably like great confidence (6M, line 73). 
As a result of their self-confidence, the managers added, “People look at them and 
want to emulate what they are doing (6M, line 93).” Moreover, self-confident SNCLs’ 
patients “are the patients that when I talk to them, they have a sense that they are being 
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well taken care of and that stem from them having confidence in their nurse”                
(6M, line 73).   
One manager described that SNCLs had enough self-assurance that “even when 
they have questions, they come to you with a solution as well as a question” (1M, lin63). 
These SNCLs have enough confidence to share their ideas and solutions to questions and 
problems on the unit. As a result of their self-confidence and ability to offer suggestions, 
SNCLs are able to influence their work environment. 
Resourceful 
The category resourceful included descriptions of characteristics that clinical 
managers believed was a quality of SNCLs. Resourcefulness was described as a SNCL’s 
ability to identify resources, adapt, and devise way or means to resolve clinical questions 
or problems in their work environment when they encounter them. For example, SNCLs 
were recognized by managers for having the initiative to think of and find solutions for 
problems that they encounter in the unit rather than becoming fixated on the barriers 
created by the problem. Another manager described this type of resourcefulness as 
automatically seeking ways to “self-resolve” something rather than relying on their 
charge nurse or manager to find a solution to their questions (2M, line39). However, one 
manager believed that, when necessary, SNCL were willing to reach out to other 
members of the healthcare team in order to meet their patients’ needs: 
“There’s different ways for doing almost everything that we do. Um, and 
so, if somebody is in a position and they know that one of their patients’ 
needs something. And they can go to many different people to try to figure 
out how to get that need met. So if the social worker doesn’t have the 
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answer they’re looking for, they might be able to go to the case manager, 
then go to the charge nurse” (3M, line 63). 
Manager Theme 2: Human Relation Skills 
Similar to the staff nurse participants, managers recognized the importance of 
SNCLs’ human relation skills. Managers also discussed human relation skills in terms of 
specific social behaviors that were consistently demonstrated by SNCLs in their clinical 
work environments. Two categories were identified in this theme, these included:  
(1) Effective communication with coworkers and (2) Effective communication with 
patients. 
Effective Communication with Coworkers 
Effective communication was mentioned by many clinical managers as a quality 
of SNCLs. The participants’ descriptions focused on different elements of effective 
communication. One manager explained that SNCLs were effective because they were 
good listeners when they communicated with other staff: 
Um, listening; good listening skills. So able to hear somebody out before 
they start talking with them or giving their opinion or telling somebody 
they’re wrong. Um listening to everybody-- really, listening to all sides of 
the story (1M, line 79). 
In addition, some managers described SNCLs as nurses who were able to 
communicate effectively with other members of the health care team. One manager said 
that SNCLs could “get their message across” about their patients to other members of the 
health care team “without offending” anyone (2M, line 71-75). Moreover, this manager 
added that although interdisciplinary communication could be challenging, SNCLs 
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consistently communicated effectively with individuals from other disciplines about the 
care of their patients. As a result, SNCLs ability to consistently communicate effectively 
with other members of the health care team had a positive influence on patient care and 
interdisciplinary relationships. 
Effective Communication with Patients 
Effective communication with the patient also was mentioned by participants as a 
recognizable characteristic of SNCLs. One manager explained that SNCLs on her unit 
understood the communication needs of their patients (5M, line 317-321). With this 
understanding, SNCLs tailored their communication in order to “deliver a message that 
the patient can understand” (5M, line 313-325). Such communication leads to improved 
patient education and care.  
In addition, managers reported that SNCLs were nurses who had the 
communication skills to engage in difficult conversations with patients and could 
effectively de-escalate upset patients. One manager commented that one reason that 
SNCLs could de-escalate upset patients was because they could remain objective and 
have difficult conversations “without being defensive” and “listen with their hearts” to 
empathize with the patient (9M, line 66-85). 
INFLUENCE OF SNCLS IN THEIR UNIT 
All staff nurse and manager participants reported that SNCLs significantly 
influenced others on their unit. Generally, significant influence was described as 
observable behavior changes in others that participants attributed to SNCLs. In addition, 
SNCL influences also were perceived by participants as changes to process and practices 
in the clinical unit. 
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Staff Nurse Theme 3: Build Trust 
Most staff nurse participants identified SNCLs as individuals who were able to 
build trusting relationships with their patients and patients’ families. Participants 
consistently reported that they had a unique ability to make personal connections with 
their patients and patients’ families. For example, one participant believed that SNCLs 
had a positive influence on patients because SNCLs “connected with their patients and 
earned their trust” (7SN, line 129). Another participant explained the significance of 
SNCLs’ connection with their patients; she said, “If you connect with your patient, they 
trust you. You are not just their nurse you are someone they trust to take care of them” 
(2SN, line 56). Moreover, another nurse explained why building trust with the patient’s 
family was so important on her unit, “it makes the parents a lot more comfortable, 
understanding everything that’s going on. Um, and then they have the relationship with 
that nurse to know that they trust that nurse with their child” (4SN, line 122).  
When describing the specific SNCL behaviors and qualities that were used by 
staff nurses to make personal connections with their patients, participants frequently 
referred back to the personal characteristics of SNCLs. For example, one participant 
attributed SNCLs’ ability to build trust with patient to their ability to be approachable or 
make “eye contact, be friendly, and welcoming” with the families (4SN, line110). 
Another participant believed that it was SNCLs being “compassionate” and a “good 
listener” (1SN, line 449) 
Staff Nurse Theme 4: Unity  
A fourth theme that emerged from the SNCLs was unity among staff nurses on the 
unit. In contrast to notion of teamwork that was described by clinical manager 
participants, staff nurse participants focused more on the perception of unity. Moreover, 
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unity represented the harmony among staff nurses that emerged when there was effective 
teamwork. One staff nurse said SNCLs “kind of unite a unit, make them united as a team, 
kind of like bringing everyone together like a family, and tie everything in” (2SN, line 
84). Some descriptions of unity described SNCLs “who stand up for their peers. If their 
peers have a bad day. They are the people who step in and help or stand up for their peers 
when things are discussed later or something” (7SN, line 129). Participants believed that 
SNCLs ability to create unity improved the work environment for staff nurses and 
therefore created a positive work environment. One nurse stated that when their unit had 
SNCLs on duty “it just makes units run a whole lot better, a whole lot smoother; 
everybody’s happy. There’s less turnover because everybody works as a team and 
doesn’t just say we work as a team, but they actually do” (4SN, line 122). 
Manager Theme 3: Contribute to the Team 
All the clinical manager participants stated that SNCLs had a positive influence 
on their units. The theme contribute to the team emerged from the clinical manager 
interviews and it described how clinical managers perceived that SNCLs made a positive 
influence on their units through teamwork. Moreover, teamwork was described as staff 
nurses helping each other and cooperating to accomplish their clinical duties. Clinical 
managers described different aspects of SNCL behaviors that build teamwork among 
their coworkers, such as non-work related social events:  
They can make people develop friendships easier because they’ll promote 
things outside work or get together with people. Um you know not just – 
they do it for a purpose. They don’t do it just to go out and party. Let’s get 
together and then we can talk about things and you know, they’re um – 
they’re kind of self-starters (1M, line95). 
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A second manager described that SNCLs build teamwork by becoming a support 
structure for the newer staff nurses on the unit: 
Yeah, um, especially at night—we have a lot of new people, because we 
are always hiring graduate nurses. They go through extensive training, but 
when they're done; after three months, they still have lots of questions. It 
still takes a good two or three years for people to feel really comfortable. 
Um, and so we try to put them in a bay with somebody that has more 
experience, so that they have somebody that they can ask questions to. We 
don't necessarily tell that person that is in the bay with them, "Hey, um, 
you're going to be the designated question answerer person today.” We 
just know who the people are and they, they tend to be the people that can 
find the answer if they don't know the answer. So they're the people that, 
um, their peers go to, to ask them questions, because they feel that they 
have the experience. (3M, line 95). 
Similarly, another manager described how SNCLs had the ability to recognize 
when their coworkers needed help and then took it upon themselves to help. As a result, 
this SNCL behavior contributed and encouraged teamwork on the unit. One manager 
recalled:  
I can think of a situation last week when it was one of our nurses. Um, we 
were completely full in the medical-surgical unit and both nurses had a 
five patient assignment. Which is a heavy assignment, and there was just a 
lot going on, so it was super busy with procedures, admissions, and 
discharges. Um, and the nurse was not a charge nurse, and I just remember 
her when she was finding out about a discharge and an admission to 
follow up completely. She just had an attitude of, okay, well, we are going 
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to get this done together and then she immediately turned to the tech to 
say, okay, this what we are going to do for this discharge to help get them 
out. I need you to do this and I’ll do this, so that came along with a very 
clear communication for expectations and the message was delivered in a 
way that the Patient Care Technician, I guess, felt respected and helpful.  
It wasn’t just a do this, this and this. So, they kind of felt part of that team” 
(2M, line 87). 
In addition, managers reported that SNCLs project and create a “can-do” 
environment (2M, line 87). Similarly, another manager explained “they, they rally the 
staff so that everyone works together for the benefit of the patient” (4M, line55). 
Moreover, by rallying the staff, SNCLs “just bringing everybody together” (4M, line 
113).  
Managers also added that SNCLs were individuals who were willing to put their 
own needs aside for the purpose and good of the nursing team. Frequently, SNCLs see 
when “someone else needs help and they take the initiative to help them” (3M, line 43). 
One manager also said, “but as the bedside nurse, they do not have to do that, and they 
still do” (3M, line 107). 
Manager Theme 4: Speak out  
Managers frequently mentioned the notion of speaking-out as a quality of SNCLs. 
Speaking-out was described as a way that SNCLs verbalized questions and concerns 
regarding clinical practices and patient care. Managers reported that when SNCL spoke-
out about their concerns, they were able to influence other members of the health care 
team, clinical practices, and patient care. Furthermore, managers believed that SNCLs 
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were nurses who had a tendency to speak-out more frequently when they had concerns. 
One manager stated: 
They hold others accountable for their actions; for example, during 
bedside shift report, if the room is messy and we are focusing on 
cleanliness, then they hold that person accountable and say ‘hey, you 
know, your room is not clean for patient satisfaction. Let’s focus on that’ 
(4M, lines 58-66). 
Another manager also said: 
You know I see them holding respiratory therapists accountable for doing 
oral care, for suctioning patients; um, I see them hold pharmacy 
accountable if they drop something off and it’s not secured, like an 
unsecured med. Um, I see them holding each other as well as their, their 
multi-disciplinary people, know OT, PT; if they don’t put a call bell with 
the patient. You know something like that I see them interacting with each 
other and they’ll fix it for them, but then they’ll say ‘hey, you forgot to put 
it there,’ you know. And I think it’s just so important for all us – even the 
multi-disciplinary respiratory – to have people say; we haven’t seen you 
do this today. You know just so that they all recognize we’re all here for 
the patient and it takes a team to take care of them. And so we all, I think 
it’s just important to, to call it and everybody work together (9M, Line 
301). 
 In addition, one manager provided a hypothetical example of how she perceived 
the notion of speaking out on her unit. The exemplar demonstrated how this participant 
believed that SNCLs were nurses who demonstrated qualities and behaviors beyond 
excellent bedside clinical skills. The manager explained:  
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You could have a nurse who is just an exceptional clinical nurse. And she 
comes and she does her job, and she takes great care of her patients and 
she goes home at the end of the day, you know. And then you have the 
other nurse, who not only is a strong clinical nurse, but she also comes in 
and she engages with the other staff members. You know? She, um. 
Maybe she reaches out to them and—and make sure that they're okay or 
their having a busy day, do you need help, are you getting—can I… And 
you know, so she kind of brings them together, and I think that that—that 
would be, um, the difference there (10M, line283-287). 
Manager Theme 5: Advocate for Patients 
Several managers also identified a SNCL as a staff nurse that advocates for the 
patients. Advocating for patients was described as various SNCL behaviors that 
influenced other members of the health care team in a way that improved the care for 
their patients. In addition, the notion of advocating for patients included SNCL behaviors 
that were used to increase the awareness of patients’ needs. For example, one manager 
explained how a staff nurse on his unit advocated for his patients: 
So, just recently I had a staff nurse who he did everything to provide 
exceptional care to the patient. Apparently the patient’s doctor was 
questioning the nurse’s judgement. But, the nurse stood firm that he had 
done the right thing and he questioned the doctor about the protocol. The 
nurse was brave enough to communicate to the doctor that he had done the 
right thing (8M, lines 143-147). 
Similarly, another manager described how SNCLs were able to advocate for their 
patients in a professional manner with physicians. This participant believed that there 
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were multiple factors that were required of staff nurses to successfully advocate for their 
patients; such as, understanding of the patient’s clinical condition and effective 
communication skills. She added “They know how to go toe-to-toe without it turning 
into…a shouting match, I guess (5M, lines 83-87). 
Manager Theme 6: Generate Followership 
In addition, managers viewed SNCLs as role models in their units who generated 
followership. SNCLs were perceived as nurses who became role models for various ideal 
nursing behaviors on the unit. Although managers believed that SNCLs were not always 
conscious that they were role modeling ideal behaviors on their unit, they tended to 
attract followership from other nurses on the unit. One manager said: “They are the 
people that other people want to follow” (5M, line 55) and some nurses would say “when 
I grow up I want to be like her” (5M, line 69-71). In addition, another manager claimed 
that SNCLs were “almost universally attractive people” and that they had a “celebrity 
effect” in their unit (6M, line 217). 
SNCLS’ INFLUENCE ON PATIENT SAFETY AND QUALITY OF CARE IN THEIR UNIT 
Participants were asked to describe how they perceived SNCLs influence on 
patient safety and quality of care on their units. Staff nurse participants believed that 
SNCLs influenced patient safety and quality of care in three major ways: (1) Speaking 
up, (2) Awareness, and (3) Role modeling. In contrast, clinical managers reported that 
SNCLs primary influences resulted from: (1) Taking extra steps, (2) Doing the right 
thing, (3) Speaking out, and (4) Problem solving. 
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Staff Nurse Theme 5: Speaking up  
Most staff nurses reported that they thought that a SNCL was a staff nurse that 
could be assertive and speak up for patient safety and quality of care. Most staff nurses 
described speaking up as a verbal exchange from one staff nurse to another staff member 
or group of staff, for example: “you're going to immediately call that person out or be 
able to address it directly with them, so that we can reach a conclusion of whether or not 
safety was compromised” (3SN, line197). Another participant defended her belief that 
any bedside nurse could demonstrate SNCL behaviors by speaking up for patients:  
You don’t have to be the physician. You don’t have to be the, you know, 
nurse practitioner to make a comment and to make things better for the 
patient. And so anybody can step up and lead in a situation if they feel 
kind of like they’re empowered to do that (7SN, line 277).  
Another nurse described speaking up as a verbal exchange between the staff nurse and 
the patient: 
I think you have to be very effective and decisive on your decisions. You 
make a decision and that’s how it is. I decided that this wasn’t safe for the 
patient and I discussed it with the patient. And there is always, I think, a 
fear the patient’s going to get upset with you and be mad and maybe want 
to talk to a supervisor, and therefore, maybe that’s how some people bend 
the rules. They don’t want to, you know, have a...a big discussion about it 
(6SN, line 179-181). 
In contrast, speaking up also was perceived as non-verbal written communication 
that led to positive changes in patient care. For example, one staff nurse participant 
described how on her unit they had a written form process that nurses could use to report 
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potential patient safety risks. She explained how she, a self-perceived SNCL, frequently 
used this system to voice her concerns about patient safety and quality of care:  
We have OFI forms, which are Opportunities for Improvement forms that 
we turn in and then the clinical supervisors and manager look over once a 
month. I think that people can fill those out. I've filled out quite a few. It 
could be for things like, we had a bunch of falls and for things that we can 
do to decrease them. I think that we have not been using our bed alarm 
plaques enough, you know, something like that. Saying like, ‘We really 
need to work on this. This is how I think that we should do it. This is how 
we should track bed alarms’ (8SN, line 102). 
Staff Nurse Theme 6: Awareness 
Staff nurses frequently mentioned that SNCLs had a certain level of awareness of 
threats to patient safety and quality of care on their units. This SNCL awareness was 
perceived differently by participants. For instance, SNCLs were seen as nurses who kept 
other members of the staff aware that multi-tasking and distractions could lead to errors. 
As a result of this awareness, SNCLs were able to keep a safe balance between multi-
tasking behaviors, distractions, and patient care. She explained: 
I think focus is a very necessary leadership quality that is needed to be 
able to have a patient or two to, to allow the patient to be as safe as 
possible; and to prevent those accidental injuries. At times, we can be very 
distracted with our home life; and with coworker situations, or drama on 
our unit; or, changes going on at the hospital and that can deter our focus 
away from what we're doing (1SN, line 649-663). 
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Other staff nurses perceived awareness as being safety conscious and always having 
patient safety at the forefront of their thoughts, for example:  
I think about it [patient safety] a lot. Um, I worry about my patients’ 
safety. Um, even this morning, I had a patient that had fallen twice, and 
previous staff members were letting him leave the unit to use the restroom. 
And for me, that was not safe because he was in a locked restroom in the 
hallway that I couldn’t see him. And so I, you know, discussed it with the 
patient, said I don't think it’s safe for you (6SN, line 163). 
Staff Nurse Theme 7: Role Modeling  
SNCLs were perceived by staff nurse participants as nurses who modeled the best 
patient care practices on their units. Participants frequently recognized SNCLs as the go-
to preceptors for new nurses on their unit. As preceptors, SNCLs role modeled quality 
patient care practices for newer nurses and therefore, made a positive influence on patient 
safety and quality of care. For example, one participant reported: 
I also thought about precepting. We get so many new nurses with so many 
nurse preceptors, and you can have such a big influence on things like, 
"Scrub the hub for 15 seconds," and you'd be like, you know, hammering 
that into people's heads, and explaining the whys (8SN, line 102). 
Other staff nurses reported that when SNCLs gain recognition for providing safe 
patient care, they then begin to become role models in their units because others begin to 
look up to them. One staff nurse said: 
Um, the person, the nurse who is actually following the protocols, 
following the safety measures that are in place hopefully is the person that 
other people are looking up to and that other people are...are not then 
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skirting around those things like, you know, not scanning the meds right 
and trying to think of other ways to do things. Um, so the...the leader is 
going to look at how things are supposed to be done and try to model that 
(7 SN, 163-1656). 
Manager Theme 7: Do the Right Thing 
Several managers believed that SNCLs positively influenced patient safety and 
the quality of care on their units by consistently doing the right thing. Managers provided 
examples about nurses who were able to consistently follow the rules with regard to using 
proper disinfection techniques, lifting side rails, using gate belts, observing fall 
precautions, responding immediately to call lights, and timely management of central 
lines. One manager explained how she perceived these nurses’ ability to consistently 
provide the right care: 
Most of these leaders that I’m thinking of on my unit are people who I 
have worked with have a baseline, they have a routine. They come and 
you can see them doing the same things each shift. Not to say that they 
treat – they’re very, they’re very adept at tailoring their clinical practice to 
the patient obviously. But they have some elements of their routine that 
are set up specifically to catch things, to catch um, potential problems with 
patients. So their patients will be the safest because they’ve learned this 
routine, they’re able to do it effortlessly at this point (6M, line 149). 
Manager Theme 8: Take the Extra Steps 
Manager participants stated that SNCLs were nurses who were willing to exert 
extra effort or take the extra steps for patient safety and quality of care. Frequently, 
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taking the extra steps were described as self-motivated behaviors that involved additional 
work for the staff nurse in order to find answers to clinical questions related to their 
patients’ care. One manager said that SNCLs: 
Are the ones who are going to take extra steps to make sure that their 
patients are safe – and even think of things that someone else has not done 
before to ensure patient safety. They reference or they will look up 
Lippincott or something if they are not sure of something. They’ll not only 
ask their charge nurse or manager questions but they will also look it up 
themselves beforehand because they want to do the things right and they 
want to keep their patients safe (1M, line 123).  
Another manager described staff nurses who took extra steps for patient safety 
even when it resulted in adding more to their workload: “And sometimes they’ll even 
say; no, we’re fine. We cannot have a Foley you know. It’s okay. It’s all right, so … that 
gets us to our ultimate goal of patient safety and excellent care” (9M, line 242). In this 
example, the manager explained, the staff nurse was committing to extra work because 
she was going to have to frequently assist this patient to the bathroom. 
Manager Theme 9: Speak out 
The managers reported that SNCLs improved patient safety and quality of care in 
their units because they were willing to speak out for patients and patient care. One 
manager mentioned that SNCLs were nurses who could identify potential threats to 
patient safety and would bring them to her attention. Managers viewed SNCLs as nurses 
who held their peers accountable for providing quality patient care and verbalized their 
concerns if they observed substandard patient care practices. One manager explained: 
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I think it comes back to that level of accountability, that peer-to-peer 
accountability. I know for sure on my unit if they do not deal with it themselves, they 
escalate issues to me that they feel like would compromise patient safety or quality of 
care (10M, line 187). 
Manager Theme 10: Problem Solve 
Several managers also mentioned that SNCLs were nurses who helped brainstorm 
for solutions to unit-level patient safety problems. Moreover, managers viewed SNCLs as 
nurses who were proactive problem solvers on their units. One manager shared a story of 
a staff nurse that demonstrated SNCL behaviors that influenced patient safety:  
I think with their insight and recommendations, they can definitely impact 
the safety of patient care. A good example of this was with patient falls. 
Patient falls are one of the major hospital-acquired conditions in the U.S. 
As a SNCL, they can make recommendations on how we, can reduce the 
number of falls in my unit and I’ve seen that. I’ve seen my nurses, uh, 
giving me, uh, ideas on how we reduce the number of falls in unit. One of 
my nurses made me realize that our chair alarm processes were broken. 
(8M, line 229). 
In addition, the manager reported that the staff nurses problem solving efforts had 
contributed to a reduction in patient falls from nine falls a year to “zero in the last two 
quarters” (8M, line 229-231). Similarly, other managers reported that SNCLs were nurses 
who “are innovative in finding solutions to work processes or work flow issues to 
improve quality of care” (10M, line 185-239). SNCLs, said one manager, “try to be 
creative and try practices that provide care that are in line with unit and hospital health 
care initiatives” (9M, line 234-238). 
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SUMMARY  
The purpose of this chapter was to report the findings from this qualitative 
descriptive study regarding staff nurse and clinical manager perceptions of SNCL in 
hospitals in central Texas. The findings reported in this chapter were the result of a 
qualitative descriptive data analysis process consistent with the qualitative methods 
described by Saldaña (2013) and Huberman and Saldaña (2014).  
Staff nurse and clinical manager interview data were analyzed to determine 
categories and themes from the interview data. The categories and themes were used to 
describe how staff nurse and manager participants perceived individual SNCLs, how 
SNCLs influenced their clinical units, and how SNCLs influenced patient safety and the 
quality of care on their clinical units. 
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Chapter 5: Discussion of Findings 
There is a lack of literature about staff nurse clinical leadership. Therefore, the 
purpose of this qualitative study was to explore how staff nurses and clinical managers in 
hospitals in central Texas perceived staff nurse clinical leadership. A qualitative 
descriptive design was selected for this study. Content analysis methods were used to 
produce findings that would remain closer to the data (Sandelowski, 2010). Consistent 
with qualitative research, purposive sampling methods were used to recruit staff nurse 
and clinical manager participants. Participants were recruited from tertiary care hospitals 
in central Texas. Nineteen nurses, including 9 staff nurses and 10 managers, met the 
inclusion criteria and participated in the study. Two heath care systems and six hospitals 
were represented by the participant sample. Individual face-to-face semi-structured 
interviews were used to collect data. Data collection and analyses were completed 
concurrently and data collection continued until the point of saturation was achieved. 
This chapter will provide a summary and discussion of the findings and the implications 
on nursing, practice, research, education, and policy. 
CHARACTERISTICS OF THE INDIVIDUAL 
Optimism 
Staff nurses and managers believed that optimism was an integral characteristic of 
SNCLs. SNCLs were perceived as optimistic individuals because they consistently 
demonstrated a positive outlook despite challenges that were encountered                         
in the workplace and the stresses associated with patient care. These findings                
were supported by the literature. In a similar study of SNCLs in Thailand,                       
staff nurses and nurse administrators believed that SNCLs were nurses with                            
a positive attitude toward the nursing profession and their contribution to patient care in 
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the hospital (Supamanee et al., 2011). Similarly, Perry (2009) reported that staff nurses 
regarded by their peers to be outstanding role models also were viewed as optimistic 
because they demonstrated a “tendency to have hope and to see the good in bad 
situations” (p. 244). Although (Perry, 2009) did not explicitly discuss leadership, it was 
implicit in the descriptions of clinical role models. Therefore, the findings of this study 
and the literature suggest that staff nurses that are recognized as leaders by their peers 
and immediate supervisors are individuals that exhibit optimism or a positive outlook 
despite challenging situations or conditions on their clinical unit.  
Self-Confidence 
Staff nurse and manager participants characterized SNCLs as nurses who were 
self-confident. Unlike optimism, self-confidence was viewed as a SNCL’s visible self-
assurance while carrying out clinical skills and providing patient care at the bedside. It 
was believed that self-confidence was a reflection of a higher level of clinical 
competence. The same perceptions that SNCLs were self-confident and more competent 
in their clinical work environment were reported of SNCLs in Thailand                 
(Supamanee et al., 2011) and Canada (Pepin et al., 2011). For example, Supamanee et al. 
(2011) described self-confidence as staff nurses’ courage to be assertive and speak-out to 
question physicians’ plans of care and verbalizing their own suggestions for patient care.  
Yukl (2008) stated that self-confidence is widely accepted as a trait that is related 
to leadership and leadership effectiveness. Moreover, Yukl (2008) explained that the 
relationship between self-confidence and leader effectiveness could be understood by 
examining how this trait influenced behavior. In the clinical nursing literature, self-
confidence was often considered a vital indicator of clinical performance, practice, and 
critical thinking skills (Rafiei et al., 2018; Sharour et al., 2018; Sulosaari, Kajander, 
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Hupli, Huupponen, & Leino-Kilpi, 2012). For example, Rafiei et al. (2018) reported that 
nurses with more self-confidence in their pulmonary resuscitation skills were also more 
comfortable with having family members at the bedside during the resuscitations. In 
review of the literature Sulosaari and colleagues (2018) found that self-confidence was an 
indicator of student nurses’ medication competence. Therefore, the relationship between 
self-confidence and staff nurse clinical leadership could be understood by examining how 
self-confidence is related to clinical performance. Staff nurses and managers perceived 
staff nurses as clinical leaders because they demonstrated self-confidence. 
Compassion 
Staff nurse participants described compassion as a characteristic of SNCLs; 
however, this was not a characteristic reported by manager participants. Compassion was 
described as SNCLs’ ability to connect with their suffering patients during a low time in 
their patients’ lives. There was a lack of research that associated the notion of 
compassion with leadership. However, the American Nurses Association (ANA) did 
describe compassion as a core of nursing practice in Nursing: Scope and Standards of 
Practice (ANA, 2015b) and Code of Ethics for Nurses with Interpretive Statements 
(ANA, 2015a). Therefore, the findings suggest that staff nurses believed that exemplary 
cases and demonstrations of compassion, a standard of nursing care, exhibited clinical 
leadership in their profession and roles as frontline nurses.  
Resourceful 
Manager participants believed that resourcefulness in their clinical work 
environment was a recognizable characteristic of SNCLs. Resourceful was described as 
the ability to problem-solve and find solutions for day-to-day questions and problems 
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encountered in the work environment. Examples of day-to-day questions and problems 
ranged from inefficient clinical processes to interpersonal conflicts with peers. These 
findings were supported by the literature. Cook (2001) characterized SNCLs as creative 
in how they developed new ways of working to achieve their units’ clinical goals and 
inspired creativity among their peers. SNCLs also were viewed as nurses who were able 
to find ways to complete their duties even when being faced with unexpected situations, 
such as interpersonal conflicts with team members and the lack of clinical supply 
resources (Supamanee et al., 2011). Therefore, in a complex nursing care environment 
that continuously presents various challenges and where resources often are limited, 
being resourceful or demonstrating the ability to figure things out and be productive with 
whatever is available, was perceived as leadership by manager participants.  
Human relations 
Human relations emerged as a major theme for characteristics of SNCLs. Both 
staff nurses and manager participants recognized human relations characteristics in 
SNCLs. In a qualitative study of charge nurse competencies, Connelly et al. (2003) 
described human relations skills competencies as “responsibilities to interact effectively 
with other personnel to accomplish the requirements of patient care as well as 
administrative activities (p. 301). Similarly, in this study, human relations was a 
characteristic of SNCLs that was integral to SNCLs’ ability to interact effectively with 
their patients and other individuals in the multidisciplinary healthcare team. Furthermore, 
these human relations characteristics were key in SNCLs’ ability to accomplish their 
individual and health care teams’ patient care goals.  
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Role-model 
Staff nurses and managers believed that SNCLs demonstrated human relation 
characteristics. Although they disagreed about what many of these characteristics were, 
the topic of role-modeling was mentioned several times throughout the interviews by 
staff nurse and manager participants. Staff nurses recognized SNCLs as role models on 
their clinical units because their clinical practices were consistent with the standards of 
care as nurses that always did the right thing. As a result, they were emulated by their 
peers. This finding was similar to other staff nurse clinical leadership studies that also 
reported SNCLs being perceived as role-models by their peers (Ennis et al., 2013; Pepin 
et al., 2011; Stanley, 2006a; 2006b; Supamanee, 2011).  
In addition, when discussing SNCLs’ influence on patient safety and quality of 
care, staff nurse participants identified role-modeling as a major factor. Staff nurse 
participants believed that SNCLs influenced patient safety and quality of care by acting 
as role models of good nursing care on their clinical units. The literature supported that 
SNCLs are often perceived as role models by their peers because they were viewed as 
nurses that modeled exceptional care behaviors (Ennis et al., 2013; Larson & Sahlsten, 
2016; Pepin et al., 2011; Stanley, 2006a; Supamanee et al., 2011). For example, SNCLs 
were seen as role models in their units because they were transparent about their personal 
values that guided their patient care practices (Stanley, 2006a). Staff nurse clinical 
leaders also were recognized by their peers for having a positive influence by 
exemplifying professional behaviors in the work place (Ennis et al., 2015a). Therefore, 
there is support in the literature and from the findings of the current study that SNCLs are 
looked up to by their peers for exemplifying a variety of behaviors in their work 
environment.  
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When describing SNCLs influence in their clinical units, manager participants 
believed that SNCLs were staff nurses who generated followership among their peers by 
role-modeling good clinical and professional behaviors. Staff nurse clinical leaders were 
often recognized as role models by other individuals in their work environment       
(Cook, 2001; Stanley, 2004, 2006a; Supamanee et al., 2011; Pepin et al., 2011;               
Ennis et al., 2015a); however, the SNCL literature did not include discussions about 
followers. In a study about nursing followership in a hospital organization, Boothe, 
Yoder-Wise, and Gilder (2019) noted the literature deficit about followership in nursing. 
In addition, Boothe and colleagues claimed that followers make up most of an 
organization. However, Yukl (2008) wrote that there is controversy about how leadership 
should be viewed in organizations, specifically the specialized role and the influence 
process views. The specialized role view recognizes that there is a person, the leader, 
who is primarily responsible for carrying out leadership functions and that there are other 
members, the followers, who assist the primary leader by carrying out functions. By 
contrast, the influence process viewpoint describes leadership as a pattern of relationships 
that occurs among members and may be exhibited formally by selected individuals and 
informally by members of the group who emerge as leaders within the group. Therefore, 
the findings of the current study suggest that managers may have a specialized role 
perspective of staff nurse clinical leadership and that SNCLs carry out leadership 
functions and are followed by their peers.  
Teamwork 
Staff nurse participants perceived SNCLs as exemplary team players because they 
were seen as staff nurses who were approachable and willing to go above and beyond to 
help their peers. Approachable was described as being friendly when approached with 
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questions by peers. Similar findings were reported in the literature (Burns, 2009;            
Stanley, 2006a). Participants in a study by Stanley (2006a) described approachable as one 
of the recognizable attributes of SNCLs on their clinical unit. Burns (2009) also found 
that practice nurses in the U.K. perceived being approachable as one of the most 
important attributes of SNCLs. Being approachable was seen as a characteristic of 
SNCLs because staff nurses valued being able to have peers, especially highly regarded 
peers, that they felt comfortable going to for information, advice, and guidance. 
Moreover, being approachable was perceived as a way that SNCLs cultivated 
professional relationships with their peers.  
In addition, staff nurses believed that going above and beyond was a recognizable 
leadership characteristic of SNCLs. SNCLs were seen as leaders because they frequently 
put their self-interest aside and went beyond their own work assignments to help their 
peers. Moreover, these behaviors were described as self-sacrifice by the SNCL for the 
benefit of her peers, team, patients and unit. The nursing literature lacked research about 
the notion of self-sacrifice as it was described and related to leadership by the participants 
in this study. Published research from the disciplines of social psychology and 
organizational management about self-sacrificing leadership were reviewed. Individuals 
who go above and beyond their own self-interest and take personal cost for the interest of 
their team and organization, have been described as effective leaders because their self-
sacrifice behaviors motivate individuals in their team (Hoogervorst, De Cremer, van 
Dijke, & Mayer, 2012). Leaders who demonstrate self-sacrifice behaviors are recognized 
as more charismatic, effective, and legitimate by their followers (Conger & Kanungo, 
1987; Hoogervorst et al., 2012; Ruggieri & Abbate, 2013; Yorges, Weiss, & Strickland, 
1999). Although this body literature is based on leaders in formal positions of authority, it 
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may help explain one way that staff nurses who go above and beyond their work 
assignments to help their peers are perceived as leaders.  
Effective Communication 
In contrast, managers’ perceptions of human relation characteristics of SNCLs 
revolved around effective communication. SNCLs were perceived by their managers as 
nurses who were effective communicators with their coworkers and patients. In this 
study, managers defined effective communication with coworkers as nurses who engaged 
in difficult conversations with physicians and peers. For example, SNCLs were able to 
navigate conversations with physicians when they had questions and concerns about their 
patients’ plan of care. In addition, SNCLs verbalized concerns with coworkers when they 
believed that the safety and quality of patient care was being compromised. In addition, 
SNCLs were recognized by managers as bedside nurses who demonstrated effective 
communication with patients. This was described as SNCLs’ ability to read the patient 
and their environment and understand the needs of the patients in order to deliver patient 
education that was appropriate to the patients’ needs. These findings were consistent with 
the literature about SNCLs (Burns, 2009; Cook 2001; Patrick et al., 2011; Pepin et al., 
2011; Stanley 2006a, 2006b; Supamanee et al., 2011). Effective communication was seen 
as an integral part of leadership at the bedside because SNCLs used effective 
communication to establish interpersonal relationships with patients and other members 
of the healthcare team (Patrick et al., 2011; Supamanee et al., 2011). Therefore, staff 
nurses who demonstrated effective communication skills were able to lead collaboration 
of patient care.  
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SNCLS INFLUENCE IN THEIR CLINICAL UNITS 
All of the participants in this study believed that SNCLs influenced their clinical 
units. SNCLs’ influence on their units was described as influence on patients and patient 
care as well as influence on coworkers and coworker team dynamics. However, staff 
nurses’ and managers’ views about how SNCLs influenced their patients and coworkers 
were different.  
Staff nurse participants believed that SNCLs influenced their units by building 
trusting relationships with their patients and creating unity with their peers. One study 
from the literature supported the notion that building trusting relationships was an 
attribute of SNCLs. Patrick and colleagues (2011) used Kouzes and Posner’s model of 
transformational leadership to propose a theoretical link between enabling others to act: 
building trusting relationships with SNCLs’ effective communication and interpersonal 
understanding. Although staff nurse participants in the current study did not identify 
effective communication as a recognizable quality of SNCLs, the literature suggests that 
SNCLs are able to build trust through effective communication (Burns, 2009;             
Patrick et al., 2011; Stanley, 2006). When SNCLs clearly articulate healthcare 
information to their patients they build interpersonal understanding and develop a trusting 
relationship, which may make patients more enabled to work on their health care 
concerns (Patrick et al., 2011).  
Staff nurses also believed that creating unity with peers was a recognizable 
quality of SNCLs. Creating unity was described as creating a harmonious work 
environment with their coworkers. Descriptions of unity were different than the 
descriptions of SNCLs’ contribution to teamwork. Creating unity was described as an 
elevation of cohesiveness or bonding among peers. The terms creating unity were not 
encountered in the nursing literature; however, a few articles were found that discussed 
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group cohesion in nursing (Adams & Bond, 2000; DiMeglio et al., 2005;            
Hayhurst, Saylor, & Stuenkel, 2005; Shader, Broome, Broome, West, & Nash, 2001).  
Articles from the nursing literature reported findings about group cohesion in 
frontline staff nurses in tertiary hospitals. Four studies examined the relationship between 
group cohesion and staff nurse turnover and retention (Adams & Bond, 2000;                
DiMeglio et al., 2005; Hayhurst et al., 2005; Shader et al., 2001). The findings of these 
studies suggested that a higher level of group cohesion was associated with decreased 
staff nurse turnover and improved retention. In addition, two studies reported that an 
increase in staff nurse belief of evidence-based practice was significantly correlated with 
an increase of group cohesion (Kim, Ecoff, Brown, Gallo, Stichler, & Davidson, 2017; 
Melynk, Fineout-Overholt, Giggleman, & Cruz, 2010).  
Beyond the nursing literature, group cohesion has been widely examined and 
many definitions for this concept were proposed (Forsyth, 2019; Treadwell, Lavertue, 
Kumar, & Veeraraghavan, 2001). Forsyth (2019) claimed that group cohesion was the 
“most theoretically important concept” (p.127) in the study of group dynamics. 
Furthermore, he described group cohesion as the integrity and unity of a group that is an 
indication of the health of the group and is related to many other group processes 
(Forsyth, 2019).  
Therefore, staff nurse participants in this study recognized SNCLs as individuals 
who lead peer unity or group cohesion in their clinical units. Moreover, SNCLs’ ability to 
improve group cohesion was perceived by staff nurse participants to be linked to 
leadership because it had a positive influence on staff dynamics in their units. This too 
was supported by the nursing and group dynamics literature, which provided evidence 
that improving group cohesion also improved group dynamics and unit stability. In 
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addition, it is important to note that although SNCLs’ influence on unity was recognized 
by staff nurses, similar findings were not evident among manager participants.  
Unlike staff nurse participants, managers described that SNCLs’ influence on 
their units consisting of: (1) contributing to the team, (2) generating followership,          
(3) advocating for patients, and (4) speaking out. Managers recognized SNCLs for their 
overall positive contribution to their unit’s team of staff. The literature supported the 
managers’ views that SNCLs are perceived as team players and that they contribute to 
teamwork (Larsson & Sahlsten, 2016; Pepin et al., 2011; Stanley, 2006a; Supamanee et 
al., 2011). For example, in a similar study of Swedish Registered Nurses, SNCLs were 
perceived as improving teamwork because they encouraged other nurses to ask questions 
and encouraged reflection (Larsson & Sahlsten, 2016). SNCLs in Canada were seen as 
nurses who acted as the key resource person and mobilized                                                 
team members (Pepin et al., 2011). Similar findings were reported about SNCLs in the 
U.K. (Stanley, 2006a) and Thailand (Supamanee et al., 2011).  
In addition, managers consistently recognized SNCLs as nurses who advocated 
for their patients. According to managers, advocating for patients was demonstrated by 
SNCLs who demonstrated behaviors that ultimately led to having a positive influence on 
patient care. Although the staff nurse clinical leadership literature did not specifically 
provide evidence about advocating for patients, it did support the idea that SNCLs 
engaged in behaviors that improved patient care outcomes. For example, Larsson and 
Sahlsten (2016) reported that SNCLs were perceived by peers to consciously structure 
work in order to ensure best nursing care, such as: providing a complete patient hand-off, 
communicating clearly when delegating tasks, and ensuring patient needs were being 
met. It should be noted that advocacy also is one of the nine key provisions of ANA’s 
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Code of Ethics and a standard of nursing practice 5A in the ANA’s scopes and standards 
of practice (ANA, 2015a; 2015b).  
Managers also viewed speaking-out as a way that SNCLs exerted influence on 
their unit. Speaking-out was described as being verbally assertive in their work 
environment about issues related to patient care. Research about speaking out or assertive 
communication has been widely published (Leonard, Graham, & Bonacum, 2004; 
Lockett et al., 2015; Lyndon, Sexton, Simpson, Rosentein, & Lee, 2011; Okuyama, 
Wagner, & Bijnen, 2014). Speaking out is considered to be a part of effective team 
communication and essential for the delivery of high quality, safe patient care (Leonard 
et al., 2004). Moreover, speaking up was described as raising concerns for the benefit of 
patient safety and care quality upon recognizing or becoming aware of the risky or 
deficient actions of others within the health care team in a hospital (Okuyama et al., 
2014). The literature did not provide evidence that supported the managers’ views that 
speaking out was a specific leadership behavior. The expectation is that all staff nurses 
and members of the frontline health care team practice effective team communication and 
speak out for patient safety.  
SNCLS INFLUENCES ON PATIENT SAFETY AND QUALITY OF CARE 
All participants in the current study believed that SNCLs positively influenced the 
safety and quality of patient care. Staff nurse participants consistently reported that 
SNCLs improved the safety and quality of patient care by speaking up and role modeling 
good nursing care for other nurses. As stated previously, the literature provided extensive 
support for speaking out as a way to improve patient safety and quality of care; however 
there was a lack of literature that described speaking out as frontline leadership. Staff 
nurse participants in the current study also described speaking out as peer-to-peer 
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accountability and admired SNCLs that were not afraid of holding their coworkers 
accountable. Similar findings were reported of SNCLs in Thailand                           
(Supamanee et al., 2011) and Sweden (Larsson & Sahlsten, 2016). Lockett et al. (2015) 
acknowledged that the literature lacked a clear definition for the concept of peer-to-peer 
accountability but acknowledged the importance of this self-regulation in the nursing 
profession. Nevertheless, the ANA Scope and Standards of Practice (2015b) states that 
“registered nurses are accountable for their professional actions to themselves, their 
healthcare consumers, their peers, and ultimately to society” (p. 10).  
Managers also believed that SNCLs improved the safety and quality of patient 
care in several ways, to include: (1) Do the right thing, (2) Taking extra steps,                
(3) Speaking-out, and (4) Problem solving. There was a lack of research about SNCLs 
with regard to doing the right thing and patient care. The manager participants described 
doing the right thing as following the standards of care even when no one was watching 
them. Several studies in the nursing literature contained the key words doing the right 
thing and the majority of this literature was based on ethics in nursing. The managers’ 
perceptions that SNCLs are nurses that do the right thing and follow standards of practice 
when providing patient care are based on the philosophy of virtue ethics and the notion of 
a good nurse and good nursing or the right nursing care (Smith & Godfrey, 2002). Again, 
the ANA Code of Ethics with Interpretive Statements (2015a) sets the expectation that all 
nurses are accountable and responsible for nursing practice, decision making, and 
providing care that is consistent with the obligation to promote health and provide 
optimal care.  
The notion of taking extra steps as it was described by the managers in this study 
was not encountered in the literature. Managers believed that SNCLs took extra steps to 
make sure that patient care was being completed in a way that was safe. Moreover, taking 
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extra steps did not include clinical practices that were beyond nurses’ scope of practice. 
Instead, they were behaviors such as double-checking and verifying that the appropriate 
care was completed. One possible explanation for the lack of literature about taking extra 
steps may be that these types of behaviors may be implicitly expected day-to-day 
behaviors of clinical nursing care. A second explanation for the lack of literature may be 
that these behaviors are elements of nursing care that have significant influence on 
patient safety and quality of care but are easily overlooked and underappreciated.  
Manager participants also perceived speaking out as a SNCL behavior that 
influenced the quality and safety of patient care. As discussed previously, speaking out 
was described as assertive verbal communication with the interdisciplinary care team. In 
addition, the literature strongly supported speaking out as an expectation of all nurses 
because of its potential to prevent unnecessary patient harm.  
Managers also believed that SNCLs were nurses that improved patient care by 
making significant contributions to problem solving efforts at the clinical unit level. 
SNCLs were viewed as active participants in process improvement, which often offered 
innovative ideas for improving patient care. Descriptions of staff nurse led process and 
patient care improvement were identified throughout the nursing literature. The majority 
of this literature from the U.S. was based on the program Transforming Care at the 
Bedside (TCAB). TCAB was established in 2003 through a joint effort by the Institute 
for Healthcare Improvement (IHI) and the Robert Wood Johnson Foundation (FWFJ) 
(Rutherford, Lee, & Greiner, 2004). Moreover, TCAB programs demonstrated how staff 
nurses improve the quality of patient care by participating in key roles to lead change and 
improve patient bedside care (Dearmon et al., 2013; Needleman & Hassmiller, 2009; 
Richer et al., 2009).  
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EMERGENT LEADERSHIP 
Although, the findings were limited to the participants of this study, there was 
strong support among the participants for the assertion that staff nurses can emerge as 
leaders in their clinical practice environment. When they emerged as leaders, they were 
informal leaders because they lacked formal appointment to a leadership role or position 
in their units. Nevertheless, they emerged as informal leaders because they were 
perceived or accepted as leaders by other clinical nurses. This was consistent with 
descriptions of how emergent leaders achieve legitimacy as informal leaders, which was 
`through team member support (De Souza & Klein, 1995; Hollander, 1976, 1978).       
The findings of this study further suggested that informal leaders may also emerge by 
achieving legitimacy from their direct supervisors or managers.  
LIMITATIONS  
Limitations were considered when interpreting the findings of this study. At the 
beginning of each interview, the PI read to the participant the definitions for the concepts: 
(1) Staff nurse clinical leadership, (2) Patient safety, and (3) Quality of care. These 
definitions were intended to orient participants to the general themes of the interview and 
help them focus their thoughts prior to beginning the interview questions; however, it was 
possible that the definitions read to them influenced how they previously understood and 
viewed SNCL. Therefore, there is a possibility that providing these definitions may have 
steered them away from other personal views of staff nurse clinical leadership  
The purpose of this study was to explore staff nurse and clinical manager 
perspectives of staff nurse clinical leadership. The study sample only included staff 
nurses and clinical managers and therefore did not include the perspectives of other 
members of the health care team and patients. However, SNCLs in hospitals are part of 
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multidisciplinary teams and patients are included in the development of their plans of 
care. Therefore, the findings did not include the perspectives from members of the 
healthcare team in other disciplines and the patient. Consequently, certain characteristics 
and behaviors of staff nurse clinical leadership that may be more obvious to non-nursing 
team members and patients may not have been identified in this study.  
The second potential limitation is that data collection during face-to-face 
interviews relied on the participants’ memories and recollections of staff nurse clinical 
leadership. A third limitation is that both staff nurse clinical leadership and how staff 
nurse clinical leadership is perceived by staff nurses and clinical managers may be, to 
some extent, influenced by the hospitals’ organizational cultures. 
There also were limitations related to the sample of participants included in this 
study. Although purposive sampling is consistent with qualitative research methods, the 
findings of this study are limited to the views of staff nurses and clinical managers that 
participated in this study. Moreover, participants were self-selected and may have had a 
particular interest in, or bias about, the topic. It also is possible that the views and 
interpretations of the findings may be a reflection of the organizational cultures of the 
two urban hospital systems from central Texas. In addition, the data collection during 
face-to-face interviews relied on the participants’ memories and recollections of staff 
nurse clinical leadership.  
Analyses of the data were consistent with qualitative descriptive methods. Efforts 
were taken to minimize the principal investigator’s preconceived knowledge and biases 
about staff nurse clinical leadership. However, it was not possible for the researcher to 
completely eliminate prior experiences and potential biases from the research process and 
data analysis procedures. 
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Lastly, member checking was not completed after the data was interpreted by the 
investigator. Member checking is a technique that can be used to assess trustworthiness 
and validate interpretations of the data (Miles, et al., 2014; Saldaña, 2013). Nevertheless, 
other techniques were used to minimize investigator biases, assess trustworthiness, and 
validate interpretations, these included: (1) reflexivity and (2) Peer debriefing. 
TRUSTWORTHINESS  
Measures were taken during this study to establish trustworthiness. 
Trustworthiness of a qualitative study can be evaluated through: credibility, 
dependability, confirmability, and transferability (Lincoln & Guba, 1985). Credibility of 
the findings was established using investigator triangulation methods (Carter, Bryant-
Lukosius, DiCenso, Blythe, & Neville, 2014; Patton, 1999). Investigator triangulation 
involves the participation of two or more researchers in the observations and conclusions 
(Carter et al., 2014). In this study, investigator triangulation methods were used by 
involving the investigator’s advisor in a participant interview and through multiple 
meetings to review and discuss data analysis and the findings. Dependability is based on 
the stability of the findings throughout the study and confirmability is the extent to which 
the findings of the research can be confirmed by other researchers (Graneheim & 
Lundman, 2004; Korstjens & Moser, 2017; Lincoln & Guba, 1985). Therefore, 
dependability and confirmability in this study was established by the investigator’s 
detailed audit trail and multiple meetings with the investigator’s advisor to review data 
analysis and findings. Moreover, the audit trail provided a transparent detailed 
description of the data analysis steps that were taken from the start of data collection to 
the development of the findings (Korstjens & Moser, 2017). In addition to the audit trail, 
the investigator maintained a reflexivity memo to reflect on personal preconceived 
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thoughts and opinions about staff nurse clinical leadership and to record other personal 
thoughts that developed throughout the research. Transferability was established through 
thick descriptions of the participants’ perceptions of staff nurse clinical leadership in 
clinical units of the six tertiary hospitals.    
IMPLICATIONS  
Practice  
The findings of this study have implications for nursing practice. Prior to this 
study, there was no published research about the characteristics and behaviors of SNCLs 
in hospitals in the U.S. Therefore, these findings offer staff nurses, managers, and 
hospital leaders in the U.S. with evidence of specific SNCL characteristics and behaviors. 
For the staff nurse, this knowledge supports self-awareness about how they may 
demonstrate leadership in their practice settings. In addition, this knowledge enables 
them to seek opportunities for professional development to improve their leadership 
skills.  
From the manager and hospital organization perspective, the findings provide 
understanding about how staff nurses may be perceived as leaders at the frontlines of 
patient care. In addition, it also suggests what specific staff nurse characteristics and 
behaviors contribute to staff nurse clinical leadership. Although the current literature 
provided several examples of hospitals that have implemented leadership development 
programs for their staff nurses, none of these articles described programs that were 
evidence-based regarding staff nurse clinical leadership research. Therefore, the findings 
of this study begin to build a platform of research evidence about staff nurse clinical 
leadership.  
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Clinical managers may also use the findings from this study to identify individual 
staff nurses on their unit that demonstrate previously overlooked potential for leadership 
and leadership skills. In addition to informing managers about individual staff nurse 
leadership, these findings may provide managers important information about staff nurse 
team dynamics and how team dynamics may influence patient safety and quality of care.  
Furthermore, the findings from this study may previously overlooked behaviors that may 
be built into performance evaluations and nurtured through the use of managerial 
coaching.  
Research  
The review of literature indicated that there is a significant lack of knowledge 
about staff nurse clinical leadership, especially about staff nurses in the U.S. Therefore, 
the findings of this study provided qualitative evidence about SNCLs characteristics and 
perceived behaviors in the U.S. and a platform for future research. A replication of this 
study with a national participant sample would further add to the understanding of how 
staff nurses and managers perceive SNCLs.  
The current study also provides a platform for future qualitative descriptive 
studies that include a multidisciplinary sample. A multidisciplinary sample would 
provide a more universal or team-based understanding of staff nurse clinical leadership.  
In hospitals, staff nurses work within the context of a multidisciplinary team. Unlike 
traditional models of leadership, SNCLs exert influence over other members of the 
healthcare team in the absence of an assigned formal leadership position. Therefore, 
further understanding of staff nurse clinical leadership will need to be comprised of staff 
nurse leadership within the context of the team and team dynamics. It will be important to 
understand team dynamics when staff nurse clinical leadership is present. This will 
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require answers to the following questions: (1) under what team conditions does staff 
nurse clinical leadership emerge within the interdisciplinary team? (2) do SNCLs emerge 
sporadically and situationally or are they developed in a more continuous way through 
time?  
A valid and reliable instrument for measuring staff nurse clinical leadership 
behaviors is necessary to answer further questions about staff nurse clinical leadership. 
There were no commonly used instruments for staff nurse clinical leadership in the 
literature; however, Kouzes and Posner’s (2003) Leadership Practices Inventory (LPI) 
has been used to measure staff nurse self-perceived frequency of their own leadership 
behaviors (Fardellone et al., 2014). This 30-item LPI self-assessment measures:              
(1) enabling others to act, (2) modeling the way, (3) encouraging the heart, (4) 
challenging the process, and (5) inspiring a shared vision. The findings from the current 
study provided evidence that there may be some similarities between the perceptions of 
staff nurses and managers with the behaviors that are measured by the LPI. For example, 
the themes speaking-up and speak-out have were similar to one LPI item measuring 
model the way that describes individuals that spend time to make certain that others 
adhere to the standards (Fardellone et al., 2014; Kouzes & Posner, 2003). Similarly, the 
theme role-modeling was similar to another LPI item that measured model the way that 
described individuals that set an example of what they expect of others. In addition, the 
theme problem-solve was comparable to searching for ways to improve what they do 
related to the LPI behavior challenge the process. The category teamwork, in the theme 
human relation skills, also was similar to the LPI behavior enable s others to act that 
describes behaviors that foster collaboration with people that they work with (Fardellone 
et al., 2014; Kouzes & Posner, 2003).  
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However, there were several themes from the current study that did not match and 
were not captured by the behaviors described in the LPI assessment. One possible 
explanation for this is that the LPI instrument used by Fardellone and colleagues (2014) 
did not fully capture the characteristics and behaviors of staff nurse clinical leadership as 
perceived by staff nurse and manger participants in the current study. In addition, it is 
worth considering that there may be a difference between the leadership nomenclature 
that was used to write the LPI assessment and the language that was used by staff nurses 
and managers to describe their perceptions of leadership. Nevertheless, further 
investigation is needed to examine if the LPI assessment may provide a valid and reliable 
instrument for measuring staff nurse clinical leadership behaviors.  
 
Education 
The IOM report The Future of Nursing (2010) stated that nurses at all levels need 
strong leadership skills; however, it noted that nurses, especially staff nurses, have 
historically not been perceived as leaders at the frontlines of patient care delivery. This 
report also called on healthcare organizations to develop leadership education and 
competencies for nurses at all levels, including frontline staff nurses (IOM, 2010; 2016). 
There is evidence in the literature that hospitals are developing clinical leadership 
programs for their frontline staff nurses in the U.S. (Arzouman, 2016; Fardellone et al., 
2014; George et al., 2002). However, the rate of published scientific research about staff 
nurse clinical leadership in the U.S. has not kept pace with the development of these 
hospital-based clinical leadership programs. Therefore, there is a growing need for 
evidence-based content for educational curricula and hospital-based leadership 
development programs for staff nurses. The findings of this research provide insight to 
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staff nurse and clinical manager views about staff nurse clinical leadership that may be 
useful for the development of clinical leadership education for frontline staff nurses that 
work in clinical units in tertiary care hospitals.  
Policy 
 The IOM (2010) Future of Nursing Report calls on healthcare organizations to 
allow nursing professionals to be equal contributors to the development of new healthcare 
reforms. The findings from this study support the arguments that nurses function as 
leaders throughout all levels and facets of the profession. Although not in traditional 
formal leadership positions, the findings provide evidence that clinical staff nurses at the 
bedside are perceived as leaders at the frontlines of care delivery. Therefore, given the 
unique position of frontline staff nurses, they are in a position to inform frontline clinical 
practice policies (IOM, 2010).  
CONCLUSION  
This chapter provided a discussion of the findings and the implications from the 
study. A qualitative descriptive design was used to explore staff nurse and clinical 
manager perceptions of staff nurse clinical leadership in hospitals in central Texas. Staff 
nurse and manager participants described characteristics and behaviors they believed 
exemplified staff nurse clinical leadership in their clinical units. In addition, participants 
described how SNCLs influenced others in their unit and the quality of patient care. A 
discussion of the findings demonstrated that staff nurse and manager participants viewed 
SNCLs as optimistic and self-confident individuals who role-modeled standards of care 
for their peers and spoke-up to advocate for the quality of patient care. There were also 
essential differences between the staff nurse and manager views of SNCLs. Staff nurse 
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descriptions of teamwork, approachable, above and beyond, and unity demonstrated that 
their viewpoints about SNCLs strongly emphasized teamwork dynamics and specific 
team player qualities. In contrast, the managers’ descriptions of resourceful, effective 
communication, taking extra steps, doing the right thing, and problem-solving suggested 
that their perceptions of staff nurse clinical leadership were more focused on the self-
management qualities of SNCLs. The findings from this study have implications for 
nursing practice, research, education, and policy.  
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Appendix A 
Participant Screening Questionnaire 
1. What hospital and clinical unit do you work? 
• St. David’s Health Care or Seton Healthcare Family?  
 Yes, next question / No =Meets exclusion criteria 
• Is clinical unit an acute-care hospital?  
 Yes, next question / No=Meets exclusion criteria 
2. Are you a licensed Registered Nurse?   
• Yes, next question / No = Meets exclusion criteria  
3. What is your current position/role? 
• Staff nurse 
 Do you serve in a role as a formal leader (e.g. full-time charge 
nurse, clinical supervisor, clinical manager, clinical educator, or 
advanced practice nurse)? No, next question / Yes = Meets 
exclusion criteria 
• Clinical manager 
4. Have you been in your current position for one or more years? 
• Yes / No = Meets exclusion criteria 
5. Is he/she eligible to participate in the study? Yes No 
• If yes: Staff nurse or Manager 
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Screening Questionnaire 
1. If the caller does meet the screening criteria: 
“Thank you for your interest in participating in my research study. I would like to 
schedule a time and place for us to meet for the interview that is convenient for you.” 
• Best method/phone number to stay in contact: 
_______________________________ 
• Best dates to 
meet:_____________________________________________________ 
• Best time to 
meet:______________________________________________________ 
• Best 
location:__________________________________________________________ 
2. If the caller does not meet research participant criteria: 
“Thank you for your interest in participating in my research project. The scope of 
this study is limited by certain participation criteria and unfortunately these criteria will 
not allow me to include you in this study. However, I want to thank you again for your 
time and interest.” (If appropriate provide the caller with the specific criteria that 
excluded them from participating in the study). 
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Appendix B 
Staff Nurse Interview Questionnaire 
Interviewer: First, thank you for taking the time to meet with me and volunteering to 
participate in this study. I want to remind you that there are no wrong or correct answers 
for these questions. If at any point during the interview you need to take a short break 
please let know and we can pause the interview. Are there any questions that I can 
answer before we begin? 
 
1. Have you ever taken a formal course about leadership or nursing leadership? 
If yes: How long ago? Can you tell me a little about the curriculum of that course? 
If no: [Proceed to next question] 
2. Have you ever heard of the concept “clinical leadership?” 
If yes: Can you describe, in your own words, what does clinical leadership means 
to you? 
 If no: What do you think this term means? 
3. Have you ever heard of the concept “staff nurse clinical leadership?” 
If yes: Can you describe, in your own words, what staff nurse clinical leadership 
means? 
If no: What do you think this term means? 
Interviewer: Throughout, this interview, I will be asking questions about staff 
nurse clinical leadership. For the purpose of this interview, I will read you a definition 
for this concept to provide a reference point for my questions. Staff nurse clinical 
leadership is a process by which staff nurses exert significant influence over other 
individuals in the health care team and, although no formal authority has been vested in 
them, facilitate individual and collective efforts to accomplish shared clinical objectives. 
(Interviewer provides the participant with a typed-text copy of the definition for 
reference). 
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4 Can you describe what you perceive as the characteristics that make a staff nurse an 
effective staff nurse clinical leader?  
5. Can you describe what you perceive as the behaviors that make a staff nurse an 
effective staff nurse clinical leader? 
6. What, if any, influence do staff nurse clinical leaders have in a clinical unit?  
7. Can you describe an example of staff nurse clinical leadership that you witnessed in 
your unit? 
Interviewer: The next two questions will be related to patient safety and quality of 
patient care. For the purpose of this interview, I will read you a definition of patient 
safety and quality of patient care to provide you a reference point for my questions. 
Patient safety is care that is free from accidental injury (IOM, 1999). Quality of care is 
health care that increases the likelihood of desired health outcomes and is consistent with 
current professional knowledge (Chassin, Galvin, National Roundtable on Healthcare 
Organizations, 1998). (Interviewer provides the participant with a typed-text copy of the 
definition for reference). 
8. Do you think that staff nurse clinical leadership affects patient safety in your clinical 
unit? 
If yes:  
Why 
How? 
If no:  
Why 
How? 
9. Do you think that staff nurse clinical leadership affects quality of care in your clinical 
unit? 
If yes:  
Why 
How? 
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If no:  
Why 
How? 
10. Is there anything else about staff nurse clinical leadership or its influence on safety 
and quality of care that you would like to tell me?  
This concludes the interview. Thank you again for taking the time to speak with 
me. Do you have any questions? 
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Appendix C 
Clinical Manager Interview Questionnaire 
Interviewer: First, thank you for taking the time to meet with me and volunteering to 
participate in this study. I want to remind you that there are no wrong or correct answers 
for these questions. If at any point during the interview you need to take a short break 
please let know and we can pause the interview. Are there any questions that I can 
answer before we begin? 
 
1. Have you ever taken a formal course about leadership or nursing leadership? 
If yes: How long ago? Can you tell me a little about the curriculum of that course? 
If no: [Proceed to next question] 
2. Have you ever heard of the concept “clinical leadership?” 
If yes: Can you describe, in your own words, what does clinical leadership means 
to you? 
 If no: What do you think this term means? 
3. Have you ever heard of the concept “staff nurse clinical leadership?” 
If yes: Can you describe, in your own words, what staff nurse clinical leadership 
means? 
If no: What do you think this term means? 
Interviewer: Throughout, this interview, I will be asking questions about staff 
nurse clinical leadership. For the purpose of this interview, I will read you a definition 
for this concept to provide a reference point for my questions. Staff nurse clinical 
leadership is a process by which staff nurses exert significant influence over other 
individuals in the health care team and, although no formal authority has been vested in 
them, facilitate individual and collective efforts to accomplish shared clinical objectives. 
(Interviewer provides the participant with a typed-text copy of the definition for 
reference). 
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4. Can you describe what you perceive as the characteristics that make a staff nurse an 
effective staff nurse clinical leader?  
5. Can you describe what you perceive as the behaviors that make a staff nurse an 
effective staff nurse clinical leader? 
6. What, if any, influence do staff nurse clinical leaders have in a clinical unit?  
7. Can you describe an example of staff nurse clinical leadership that you witnessed in 
your unit? 
Interviewer: The next two questions will be related to patient safety and quality of 
patient care. For the purpose of this interview, I will read you a definition of patient 
safety and quality of patient care to provide you a reference point for my questions. 
Quality of care is health care that increases the likelihood of desired health outcomes and 
is consistent with current professional knowledge (Chassin, Galvin, National Roundtable 
on Healthcare Organizations, 1998). Patient safety is care that is free from accidental 
injury (IOM, 1999). (Interviewer provides the participant with a typed-text copy of the 
definition for reference). 
8. Do you think that staff nurse clinical leadership affects patient safety in your clinical 
unit? 
If yes:  
Why? 
How? 
If no:  
Why 
How? 
9. Do you think that staff nurse clinical leadership affects quality of care in your clinical 
unit? 
If yes:  
Why 
How? 
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If no:  
Why 
How? 
10. Is there anything else about staff nurse clinical leadership or its influence on safety 
and quality of care that you would like to tell me? 
This concludes the interview. Thank you again for taking the time to speak with me. Do 
you have any questions? 
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Appendix D 
Demographic Form – Staff Nurse 
1. Gender: M F 
2. Age: _______yrs. 
 3. How long have you been a nurse? _________yrs. __________mo. 
4. What is the highest nursing degree earned? (Circle one) 
Associates----Bachelor’s----Master’s----Doctor of Nursing Practice----PhD 
5. What is the highest non-nursing degree earned? (Circle one)           
Associates----Bachelor’s----Master’s----PhD 
Or  
N/A 
 6. How long have you worked in your current position? _________yrs.__________mo. 
7. Primary Shift: (circle one): Day-Shift------Mid-Shift------Night-Shift  
 8. List current national certifications that you hold (please spell them out): 
________________________________________________________________________
________________________________________________________________________ 
9. How would you rate the frequency of your interaction with your 1st line clinical 
manager? 
Daily---Every 2-3 days---Weekly---1-2 times a Month 
 10. Ethnicity: Caucasian African-American Latino/a Asian 
Native or Alaskan Indian  Other: _________________________________________ 
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Appendix E 
Demographic Form - Clinical Manager 
1. Gender: M F 
2. Age: _______yrs. 
 3. How long have you been a nurse? _________yrs. __________mo. 
4. What is the highest nursing degree earned? (Circle one) 
Associates----Bachelor’s----Master’s----Doctor of Nursing Practice----PhD 
5. What is the highest non-nursing degree earned? (Circle one)           
Associates----Bachelor’s----Master’s----PhD 
Or  
N/A 
 6. How long have you worked in your current position? _________yrs.__________mo. 
7. Primary Shift: (circle one): Day-Shift------Mid-Shift------Night-Shift  
 8. List current national certifications that you hold (please spell them out): 
________________________________________________________________________
________________________________________________________________________ 
9. How would you rate the frequency of your interaction with your clinical staff nurses? 
Daily---Every 2-3 days---Weekly---1-2 times a Month 
 10. Ethnicity: Caucasian African-American Latino/a Asian 
Native or Alaskan Indian   
Other: ________________________________________ 
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Appendix F 
Study Fact Sheet for Participation in Research 
Title: Perceptions of staff nurse clinical leadership and its influences on patient safety 
and quality of care in hospitals in Central Texas. 
 
Principal Investigator: Eduardo C. Chávez, MSN, RN  
 
Purpose: The purpose of this study is to explore the staff nurse and nurse manager 
perceptions of the characteristics and behaviors of staff nurse clinical leadership and how 
they perceive staff nurse clinical leadership influencing patient safety and quality of care. 
 
What you will be asked to do?  
If you agree to participate in this study, you will be asked to complete a demographic 
questionnaire and participate in an audio recorded interview with the principal 
investigator. Only one interview will be conducted with each participant. Completion of 
the demographic questionnaire and interview will take approximately 60 to 90 minutes. 
 
What are the risks involved in this study? 
Given the involvement and nature of this study potential physical, psychological, and 
legal risks for study participants is highly unlikely. There is minimal risk of loss of 
privacy due to participation in the study during recruitment. A potential participant may 
be witnessed reading a study flier or having personal communication with the principal 
investigator about the study. In addition, there is minimal risk that during the interview 
the participant may recall a traumatic clinical event that causes the participant distress. 
Although, the focus of the research interview will revolve around clinical leadership, the 
principal investigator acknowledges that these discussions can unearth other memories.  
 
Confidentiality and privacy protection? 
Measures will be taken to ensure participant privacy and confidentiality. Communication 
about the study will be conducted only with the PI. The study data will only be used for 
the purpose of this study. All data will be de-identified by assigning participants a 
pseudonym. All study related materials will be maintained in a locked file cabinet and 
stored in a password protected laptop computer. Further steps to maintain privacy will 
include: posting of study fliers in private staff lounge rooms, conducting the interview in 
a setting that is private and free from distractions such as a conference or meeting room, 
and providing the option for an off-site interview at the University of Texas at Austin 
School of Nursing private study room. 
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What are the possible benefits of the study? 
The focus of this study is to further understand staff nurse clinical leadership. 
Participation in this study may provide a professionally enriching discussion of a relevant 
leadership-related clinical topic. 
 
Do you have to participate? 
Your participation in this study is voluntary. You may decide not to participate, choose 
not to answer certain questions, or stop participating at any time. Your decision to 
participate or not to participate will not have any influence on your relationship with your 
employer or the University of Texas at Austin, School of Nursing.  
 
Will there be any compensation? 
Your participation in this study is voluntary. Participants will receive a $5.00 gift card to 
a local café or coffee shop as a thank you for participating in the study. 
 
 
 
Whom to contact with questions concerning your rights as a research participant: 
 
Principal Investigator 
Eduardo C. Chávez, MSN, RN,  
The University of Texas at Austin, School of Nursing 
512-743-6538 
ecchavez@utexas.edu 
 
Faculty Supervisor  
Linda H. Yoder, PhD, MBA, RN, AOCN, FAAN 
Associate Professor, Director, Nursing Administration Concentration 
The University of Texas at Austin, School of Nursing 
1710 Red River Street 
Austin, TX 78701-1499 
512-471-7938 
lyoder@mail.nur.utexas.edu 
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